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Co-Py ronil keeps most allergic patients 


: symptom-free around the clock 


Each Pulvule* Co-Pyronil contains: Histadyl° 
a fast-acting antihistaminic 


mg. 


a long-acting antihistaminic 


® 
Clopane’ Hydrochloride . . 12.5 mg. 
a sympathomimetic 
Usual Dosage: 2 or 3 Pulvules daily. Also available as Suspension and Pediatric Pulvules. 
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CLINICAL REMISSION 
INA“PROBLEM’ ARTHRITIC 


In disabling rheumatoid arthritis. A 62-year-old printer incapacitated 
for three years was started on Decaoron, 0.75 mg./day. Has lost no 
work-time since onset of therapy with Decapron one year ago. Blood 
and urine analyses are normal, sedimentation rate dropped from 36 
to 7. He is in clinical remission.” 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 


DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 
Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 


on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme, 


| 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Go) MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa. 
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June, 1960 ADVERTISEMENTS 


Attention — 


RESIDENTS AND INTERNES 


Our salesmen cover ALL of NORTH and SOUTH CAROLINA 
and we believe they can give you invaluable information and assistance 
as to a possible location. Many towns and communities request us to 
help them locate a physician. 


Our representatives are FACTORY TRAINED on SALES and SER- 
VICE, can give you estimates, quotations and help you make your selec- 
tion of;— 


FURNITURE, SCIENTIFIC EQUIPMENT, INSTRU- 
MENTS, ORTHOPAEDIC APPLIANCES and 
GENERAL MEDICAL SUPPLIES 


We can supply you with PLANNING BOOKS for NEW OFFICE 
construction or REMODELING. 


When you buy complete equipment and supplies from us we send 
our SERVICE REPRESENTATIVE to INSTALL in YOUR OFFICES. 


See our representative or write in requesting any or all of the 
above SERVICES. 


“WE SERVICE WHAT WE SELL, 
GUARANTEED SATISFACTION” 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


WINCHESTER SURGICAL SUPPLY CO. WINCHESTER-RITCH SURGICAL CO. 
119 East 7th Street Charlotte, N, C. 421 West Smith St. Greensboro, N. C. 
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A palatable chloral hydrate syrup 
containing 10 grains in each teaspoonf 


to relieve itching, burning skin lesions 
just press the button on the can 


METI-DERM AEROSOL 


prednisolone topical 


for all steroid-responsive skin lesions - available with or without neomycin 


there’s 

a better 
move 
than 

cratching... 


j — 


You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
norma! activities. 


Lifts depression...as calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly - the patient often feels 
better, sleeps better, within a few days. 


Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES / New Brunswick, N. J. 
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more comprehensive 
control 


Heap: temporomandibula 
muscle spasm acute 


torticollis, cer- 


vical: spine with spasm of: 
muscles, whiplash injury TRUNK AMD Cursr: myositis, xiphodynia 
ocute and chronic lumbar strains and Sprains, acute fame shack: ified), acute 
and traumatic injury, compression fracture, herniated posting syndremme, strainc: 


muscle(s) ExrreMrries: acute Bip injury with aprain, (as of foot or knee) 
blow to shin followed by spasm, bursitis, Gr or Pfractu: : 
with recurrent spasm, Pellegrini-Btieda disease, tis 
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—pain due 
with 


skeletal muscle 


a new 


® 


ASPI RI 


‘ ae conditions, painful in themselves, often give rise to spasm of skeletal muscles. 


ROBAXISAL, the new dual-acting muscle relaxant-analgesic, treats both the pain and 
the spasm with marked success: In clinical studies on 311 patients, 12 investigators’ 
reported satisfactory results in 86.5%. Each ROBAXISAL Tablet contains: 


* A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 
) painful skeletal muscle spasm, with unusual freedom from undesired side effects... __ 400 ing. 
, *Methocarbamol Robins. U.S, Pac. No. 2770649. 


© Ananalgesic component—aspirin——whose pain-relicving effect is markedly enhanced by Robaxin, 
and which has added value as an anti-inflammatory and anti-rheumatic agent... . (5 gr.) 325 mg. 


INDICATIONS : Rossxisat is indicated when analgesicas SUPPLY: Tablets (pink-and-white, laminated) 
well as relaxant action is desired in the treatment of skeletal in bottles of 100 and 500. 
muscle spasm and severe concurrent pain. Typical condi- 

tions. are cisorders of the back, whiplash and other trau- 4/so available: Rosaxtw Injectable, 1.0 Gm. in 10-cc, am- 
malic injuries, myositis, and pain and spasimassociated with — pul. Rosaxin Tablets, 0.5 Gm. (white, scored) in bottles of 
arthritis. $0 and 500. 


af Robins Co., . from: J. Allen, Madison, Wisc.. B. Billow, B. Decker, 
, Augosea, Ga., Now York NOY" Y.. J. E. Holmbled, Schenecrady, N.Y ew York, N.Y, LoBue, 
Va., A. Poindexter, Los Angeles, Cal., E. Rogers, Brooklyn, N. Y., K. Scone, Ia. 
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Additional information available upon request. 
Making today’s medicines with integrity... seeking tomorrow’s with persistence 
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June, 1960 ADVERTISEMENTS 


Schaffer’s 


Diseases of the Newborn 


Here is richly detailed and immediately usable help on the 
recognition and management of diseases, disorders and 
anomalies of the newborn child. Dr. Schaffer pays full atten- 
tion to both common and uncommon diseases. The book’s 358 
vivid illustrations make up a virtual atlas of neonatal 
pathology. 


The physical examination which should be performed on all 
newborn children is described in meticulous detail. Special 
attention is given to signs and symptoms, definite or question- 
able, which may indicate the presence of disease. Common 
and puzzling signs such as dyspnea, cyanosis, jaundice and 
diarrhea are thoroughly discussed with thoughtful investiga- 
tion of differentiating features. Case histories are frequently 


cited. 


Sound advice is given on etiology, pathology, clinical course, 
diagnosis, treatment and prognosis of such disorders as: 
atelectasis, congenital diaphragmatic hernia, aortic stenosis, 
meconium ileus, omphalocele, undescended testicle, acute 
pyelonephritis, etc. Inborn errors of metabolism, disorders 
of the blood, the eye, the skin, and the endocrine system are 
all well covered. 


By Avexanver J. Scuarrer, M.D., Associate Professor of Pediatrics, 
The Johns Hopkins Medical School and Pediatrician to The Johns 
Hopkins Hospital. With the assistance of Mitton Markowitz, M.D. 
About 1078 pages, 642” x 10”, with 358 illustrations, some in color. 
About $20.00. New—Ready in June! 


Special Reprint!—Garrison’s 
History of Medicine 


You'll find this classic work an intriguing addition to your 
library. A special limited edition of the Fourth Edition (pub- 
lished in 1929) has just come off press. Although the book has 
been out of print for nearly 15 years, copies of it have con- 
stantly been sought after. The Journal of the American Medi- 
cal Association said of it: “Compact and crowded with facts, 
but pleasant reading throughout, 
clear and concise, rich in happy 
phrases, apt quotations, with occa- 
sional flashes of humor, and many 
historical and cultural allusions.” 


By the late Frecpinc H. Garrison, M.D., 
formerly Lieutenant-Colonel, Medical 
Corps, U.S. Army, Surgeon General's Of- 
fice, Washington, D.C. 996 pages, 6” x 9”, 
with numerous portraits, many rare. 
$13.50. Reprint of Fourth Edition! 


W. B. SAUNDERS COMPANY, West Washington Square, Phila. 5 
Please send me the following books and charge my account: 


(1) Moyer and Fuchs—Edema 


(0 Schaffer — Diseases of the Newborn.. 


() Garrison’s History of Medicine 


from 


| Books! | 


Moyer & Fuchs— 
EDEMA: 


Mechanisms & 
Management 


Here is an up-to-the-minute and practical 
guide to what you can and should do for 
your patients with edema. It presents all 
the useful information to come out of 
the Symposium on Salt and Water Reten- 
tion held at Hahnemann Medical College 
this past December. 


123 authorities tell you what they have 
learned about the mechanisms and man- 
agement of edema. Immediately usable 
help is given on the treatment of edema 
associated with such problems as: hyper- 
tension, pregnancy and premenstrual 
tension, renal disorders, liver disease, and 
congestive heart failure. 


Latest advances in the use of diuretics 
are carefully considered: xanthine diu- 
retics, mercurial diuretics, triazine com- 
pounds, thiazide derivatives, antialdo- 
sterone agents and steroids, etc. 


Edited by Joun H. Mover, M.D., Professor and 
Chairman of the Department of Medicine; and 
Morton Fucus, M.D., Assistant Professor of 
Medicine, Hahnemann Medical College and 
Hospital. 883 pages, 642” x 934”, with 286 illus- 
trations. About $15.00. New—Just Ready! 
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... well tolerated when 
...a highly potent, used on a properly individ- 
bactericidal antibiotic ualized dosage schedule 
foc combating staph and —— which does not induce 
gram negative infections excessive blood levels 


“In many instances its effect has been dramatic and life saving...’ 

“Six of the patients who survived were considered to be terminally ill at the time 
kanamycin was started but showed dramatic improvement and eventual complete 
recovery.” 

“... indeed, the results [with kanamycin] are the most remarkable ever achieved 
with otherwise fatal staphylococcal infections that we have ever seen.’” 

“There appears to be no doubt that kanamycin has been lifesaving in those in- 
stances in which organismal resistance precludes the use of other antimicrobials.’ 


Information on dosage, administration and precautions 
contained in package insert or available on request. 


SUPPLY: KANTREX Injection, 0.6 Gm. kanamycin (as sulfate) in vial containing 2 ml. volume. 
KANTREX Injection, 1.0 Gm, kanamycin (as sulfate) in vial containing 3 ml. volume. 


REFERENCES: 1. Yow, E. M.: Practitioner 182:759, 1959. 2. Yow, M. D., and Womack, G. K.: Ann, N.Y. Acad. Sci. 76:363, 
1968. 3, Bunn, P. A., Baltch, A., and Krajnyak, O.: Ibid. 76:109, 1958. 4. Council on Drugs, J.A.M.A. 172:699, 1960. 
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acts here 


to relieve both nasal 


and chest discomfort 


NEW 


upper respiratory decongestion 


provides both... 
and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 

COMBINES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night's rest—with minimal daytime 
drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children... 

COMPOSITION: Per tablet Per 5 mi. syrup 

Chiorpheniramine maleate ............... 4 mg. 2 mg. 
d-Isoephedrine HCI......2......00se0e0 25 mg. 12.5 mg. i A R N A R - S T 0 N E az 
DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. P 

¥% tsp. t.i.d.; 6-12 yrs. 1 tsp. ti.d.; Adults: 2 tsp. tid. Laboratories, Inc. 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Mt. Prospect, Illinois 
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PAPAIN 
iS the 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 


plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 
Cine’s pleasant, deodorizing, non-medicinal fra- 


grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 


quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


BRAYTEN 
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... relief from pollen allergies 
more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.’* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
a orrhea and sinusitis.! Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.* 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HC! 50 mg. 
. 25 mg. 


also available: 
TRIAMINIC JUVELETS® 12 the formulation of the Triaminic Tablet with timed-release action. 


“" TRIAMINIC SYRUP cach teaspoonful (5 mi.) provides % the formulation of the Triaminic Tablet. 


References: 1, Fabricant, N.D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: Iilinols M. J. 112:259 
(Dec) 1957. 3. Farmer, 0.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S. R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
‘ Allergy 18:36 (Jan.) 1960. 


first—the outer layer dissolves 
within minutes to produce 
Relief is prompt and prolonged 3 to 4 hours of relief 


f th ial 
because of this spec then—the core disintegrates 


timed-release action to give 3 to 4 more 


hours of rellef 


SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY « LINCOLN, NEBRASKA 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


* simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


® no cumulative effects, thus no need for difficult 
dosage readjustments 


® does not produce ataxia, change in appetite or libido 


¢ does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


* does not impair mental efficiency or normal behavior 
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tense 
and 


nervous 


patient 


Usual dosage: One or two 


400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 
or as MEPROTABS*— 400 mg. 


unmarked, coated tablets. 


mane 


\ 


"} 


Despite the introduction in recent years of “new and dif- 
ferent” tranquilizers, Miltown continues, quietly and 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Miltown) is prescribed by the medical 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


meprobamate (Wallace) 


')) WALLACE LABORATORIES / New Brunswick, N. J. 
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June, 1960 ADVERTISEMENTS 


when that early Monday morning telephone 


call is from a weekend do-it-yourselfer 


“,.and this morning, Doctor, my back 
is so stiff and sore [ can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 


SAFE — for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 


contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
WW) WALLACE LABORATORIES, New Brunswick, New Jersey 


SOMA 


(CARISOPRODOL WALLACE) 
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ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 


Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 


ALPEN has greater freedom from the G. I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bs bacteria, and penicillin-sensitive staphylococci. 
HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
a hemolytic streptococcal infections, treatment should be con- 
a tinued for at least ten days. 
PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- 
age literature. 
Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
ie Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 ec. teaspoonful). 


this the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPE 


ALPEN™—potassium phenethicillin 
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sulfa therapy suited 
to young tastes 
and 


tempers... 


Employs the N’ acetyl form of KYNEX to impart high 
palatability yet retain single-daily-dose effectiveness and 
rapid, high sustained action against sulfa-susceptible infec- 
tions. Dosage: first day, 1 tsp. (250 mg) for each 20 lbs.; 
thereafter, !2 tsp. daily for each 20 Ibs. For 80 Ibs., use 
adult dosage of 4 tsp. (1.0 Gm.) initially; and 2 tsp. 
(0.5 Gm.) thereafter. Taken once a day—preferably after 
a meal. Supplied: Each tsp. (5 cc.) contains 250 mg. 
sulfamethoxypyridazine activity. Bottles of 4 and 16 fl. oz. 


CHERRY LIQUID AND 1-DOSE-DAILY 


N! Acetyl Sulfamethoxypyridazine 


ACETYL PEDIATRIC SUSPENSION 


t Lederie LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Dimetane works in 
all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact 
dermatitis. The summary 
conclusion of extensive i (fae 
Clinical studies to date: 
Dimetane provides 

Forms available: Oral: i f i 
Extentabs® (12 mg.), 
Elixir (2 mg./5 ce.). 

Injectable (10 m¢g./cc.) 
Injectable (100 még./cc.). 
A. H. Robins Go., Inc., 
Richmond 20, Virginia 
Ethical Pharmaceuticals 
of Merit Since 1878. 


Allergic 
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Recent JAMA editorial statement clarifies 
the current controversy about dietary fats 


Excerpted from the March 12, 1960, issue of The Journal of The American Medical Association: 


é6¢It is accepted generally that specific altera- 


tion in the diet will lower the concentra- 
tion of cholesterol in the blood. The most 
effective results to date have been achieved 
by increasing consumption of polyunsatu- 
rated fatty acids, particularly linoleic acid. 
However, indefinitive and conflicting infor- 
mation has left much to the imagination of 
some food processors. Some of the largest 
vegetable oil processors in the United States 
have implied in advertisernents that the 
cholesterol level can be lowered merely by 
adding polyunsaturated fatty acids to the 
diet. This selling campaign has created con- 
fusion among lay people, making it increas- 
ingly important that the physician clarify 
for his patients the conditions under which 
changes in the diet will be effective. 


The patient should understand that if he 
increases his consumption of polyunsatu- 
rated fatty acids without reducing his in- 
take of other fats, little is gained save for 
additional calories which could lead to obe- 
sity. A particular regimen will be effective 
only if polyunsaturated fatty acids are re- 
sponsible for an appreciable percentage of 
the total fat calories. That is, they must re- 
place rather than supplement some of the 
saturated fats and oils already in the diet. 


Some manufacturers cite the “iodine 
number” of a fat or oil as evidence of the 


unsaturated fatty acid content of their prod- 
uct. This number is not a reliable indicator 
of therapeutic value because it measures 
monounsaturated and polyunsaturated fatty- 
acid content at the same time. A monoun- 
saturated acid, like oleic, takes up two iodine 
atoms but does not affect the cholesterol 
concentration of the blood. A polyunsatu- 
rated acid, like linoleic, takes up four iodine 
atoms. In a product containing large 
amounts of oleic acid and small amounts of 
linoleic acid, the iodine number is nearly the 
same as it would be for a product contain- 
ing little oleic acid and a modest amount of 
linoleic acid. Cottonseed oil has an iodine 
number of 110 and corn oil a number of 
127; yet they each have about the same 
amount of linoleic acid. 
Low-fat diets will not reduce the concen- 
tration of circulating cholesterol and 
lipoproteins as effectively as will diets 
containing an adequate percentage of poly- 
unsaturated fatty acids. Weight-reduction 
regimens are basically low in fat, and if a 
lowered cholesterol level is necessary, plan- 
ning must be done to maintain the proper 
ratio of saturated to unsaturated fats. 


Herbert Pollack, M.D. 

Associate Professor of Clinical Medicine 
Postgraduate Medical School 

New York University, New York 
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Lean Beef Tips Veronique an example 


of glorious eating from Wesson 


...Wesson is unsurpassed by any readily available brand 


WESSON’'S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil-winterized and of selected quality 
Linoleic acid glycerides (poly-unsaturated) 50-55% 
Oleic acid glycerides (mono-unsaturated) 16-20 % 
Total unsaturated 70-75% 
Palmitic, stearic and myristic glycerides (saturated) 25-30% 
Phytosterol (predominantly beta sitostero!l) 0.3-0.5% 
Total tocopherols 0.09-0.12 9 

Never hydrogenated—completely salt free 

Each pint of Wesson contains 437-524 Int. Units of Vitamin E 


FREE Wesson recipes, available in quantity for your patients, 
show how to prepare meats, seafoods, vegetables, salads and 
desserts with poly-unsaturated vegetable oil. Request quantity 
needed from The Wesson People, Dept. N, 210 Baronne St., 
New Orleans 12, La. 
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Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
your patient’s depres- 
sion is relieved and her 
anxiety calmed—often in 
two or three days. She 
eats properly, sleeps 
well, and her depression 
no longer complicates 
your basic regimen. 


Lifts depression...as it calms anxiety! 


For pregnant, postpartum and menopausal patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethy] benzilate hydrochloride 
(benactyzine HCl) and 400 mg. meprobamate. 

Supplied: Bottles of 50-light-pink, scored tablets. Write for 
literature and samples. 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no psychotic reactions. 

Deprol does not cause hypotension, tachy- 
cardia, jitteriness, or liver toxicity. It can 
be safely administered with basic therapy. 


“Deprol* 


New Brunswick, N. J. 


a WALLACE LABORATORIES 
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Donnagel 


DOnnagel win Neomycin 


Prompt and more dependable control of DONNAGEL: In each 30 ce. (1 fl. oz.): 


virtually all diarrheas can be achieved with the (2 142.8 mg. 

. ° Hyoscyamine sulfate ........ 0.1037 mg. 

comprehensive DOoNNAGEL formula, which pro- 0.0194 mg. 

Hyoscine hydrobromide ....0.0065 mg. 
n ispasmodic and 

vides adsorbent, demulce t, ant P Phenobarbital (14 gr.)........ 16.2 mg. 


sedative effects—with or without an antibiotic. 


DONNAGEL WITH NEOMYCIN 


Early re-establishment of normal bowel Seme formula, plus 
Neomycin sulfate .............. 300 mg. 
function is assured —for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED , 


PEAK BLOOD ORAL ROUTE PROVIDES IMPROVED 
LEVELS HIGHER INITIAL PEAK ANTIBIOTIC 
HIGHER THAN BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 
PENICILLIN V PENICILLIN G COMPLEMENTARITY 


SUPPLY: SYNCILLIN TABLETS—250 mg. and SYNCILLIN TABLETS - 125 mg. 
SYNCILLIN FOR ORAL SOLUTION —60 ml. hottles—when reconstituted, 125 mg. per 5 mil. 
SYNCILLIN FOR PEDIATRIC DROPS—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 
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CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 


potassium phenethicillin (POTASSIUM PENICILLIN-152) 


ANTIBIOTIC REDUCED SOME STAPH 

ACTIVITY RATE OF STRAINS MORE 
4 DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SYNCILLIN 


TO ORAL DOSE PENICTLLINASE IN VITRO 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK (/ cenit 
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too fast? 
Slow it 


down with 

g E 7p AS i L Serpasil has proved effective as a heart-slowing agent in the 
(reserpine cia) following conditions: mitral disease; myocardial infarction; 

cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 

syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 

patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 

supp.ieo: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. CIBA 


SUMMIT-NEW JERSEY 
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THE 


REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


PASSPORT 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


and restlessness, 


ma wide record of effectiveness—over 200 labora- 


Supportive Clinical Observation 


*... Atarax appeared to reduce anxiety 
improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior... .” 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958 


Freedman, A. 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


-».and for additional evidence 


Bayart, J.: Acta paediat. belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 (Aug.) 1957. 
Nathan, L. A., and Andelman, M. 
— M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


*... Seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
a occurring in old age.” Smigel, 


"Uan.) 1959. 


et al.: J. Am. Geriatrics Soc. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


[asthmatic] patients reported 


greater calmness and were able to 
rest and sleep better...and led a 
more normal life.... 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 


In chronic and 


" Santos, |. M., and Unger, L.: 


Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
(an. 3) 1959. et al.: 
1956. tt 

South. M. J. 50: “957, 


IN 
HYPEREMOTIVE 
ADULTS A 


does not impair mental acuity 


*,.. especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
«, Jt.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


bag R. C., Jr.: J. Florida M. 

45:549 (Nov.) 1958. Menger, 
i C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, L.: Inter- 
Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of ‘100. 
Syrup (10 mg. per tsp.), pint 
botties. Parenteral Solution: 25 
mg./cc. in 10 cc, multiple-dose 
vials; 50 mg./cc. in 2 cc. ame 
pules. 


: 
PRANQUILITY 
a 
; 
\ 
DERL 
PATIENTS 
“Al 
# Ll pint 
| | 
| 


Lifts depression...as it calms anxiety! 


Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


For geriatric and chronically ill patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient —they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety, 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 3 tablets q.i.d. 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


Composition: 1 mg. 2-diethylaminoethy!] benzilate hydrochloride 


(benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. Write for 


literature and samples. 


° WALLACE LABORATORIES 


New Brunswick, N. J. 
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announcing a major event 
in anticoagulant therapy... 


Certified—before introduction—by 5 years of clinical experience 


and published reports in the U.S.A., Canada and Great Britain. 


anisindione 


new oral prothrombin depressant 


cont rol at every stage of anticoagulant therapy rapid 1 ty 
of induction and recovery time predictability of initial 
and maintenance dosages stabili Cy of therapeutic prothrombin 
levels during maintenance therapy revers ibility of anti- 
coagulant effect with vitamin K, preparations...rapid return to 


therapeutic levels on remedication 


Well tolerated and relatively nontoxic 
no nausea and vomiting, 
agranulocytosis or leukopeni 
—chromaturia infrequent and transient 


Single daily dose convenience 


: 
4 
dosage,, precautions, and contraindications 
| consult the Schering Statement of Directions, te 
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. . » DARVO-TRAN” relieves pain mere effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 
anxiety spiral. In Darvo-Tran, the tranquilizing properties of Ultran® are 
added to the established analgesic effects cf Darvon® and the anti-inflam- 
matory benefits of A.S.A.®. Clinical and pharmacologic studies have shown 


that when pain is accompanied by anxiety, the addition of Ultran enhances 
and prolongs the analgesic effects of Darvon. 


Lilly 
Each Pulvule® Darvo-Tran provides: Tin 
Darvon ... . 32 mg.—TO RAISE PAIN THRESHOLD acetylsalicylic acid with phenaglycodol, 
AS.A.. . . . . 325 mg.—TO REDUCE INFLAMMATION _ 
Ultran. . . . . 150 mg.—TO RELIEVE ANXIETY Uitran® (phenaglycodol, Lilly) 
Darvon® (dextro propoxyphene hydrochloride, 
Usual Dosage: Lilly) 
1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


ELI 


LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
020407 
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President’s Farewell Address 


JOHN C. REECE, M.D. 
MORGANTON 


This, I am sure, is the address that each 
president of the Medical Society reflects 
upon the most—the traditional farewell 
message. 

The inaugural address, formally accept- 
ing the high honor of the presidency and 
outlining goals he hopes to reach during 
his term of office comes more readily in the 
high stimulation of the moment. Then his 
address prepared a year later for delivery 
before the House of Delegates in which he 
reviews the accomplishments of the Society 
during his tenure is more easily prepared 
because it relates to more tangible and 
measurable activity. This review is also 
made easier when he has had the splendid 
cooperation that I have had. But when it 
comes time to say farewell, words do not 
flow so freely except for a fervent and sin- 
cere “thank you.” 

Medicine has had a long and eventful 
history. There is probably no more fascin- 
ating story than that of the rise of scien- 
tific medicine. Its beginnings were veiled in 
mystery and superstition; its progress was 
encumbered by ignorance and quackery. 
Above these it has risen to become the most 
beneficial branch of modern science. 


The Heritage of the Past 

The story of medicine is that of a long 
and difficult struggle with the mysteries of 
life; a struggle which has brought about 
outstanding achievements in the prevention 
and cure of disease, the amelioration of 
human suffering, and the prolongation of 
life. 

Medicine in our country today is one of 
the great phenomena of all time. It has 
transcended its original narrow limits to 
become a guiding force in modern civiliza- 
tion, bringing with it outstanding medical 


Read before the First General Session, Medical Society of 
the State of North Carolina, Raleigh, May 10, 1960. 


centers, excellent schools, a vast hospital 
system with small efficient units even in re- 
mote areas, better trained physicians serv- 
ing in rural as well as urban areas, skilled 
researchers working in elaborate technical 
laboratories, modern scientific facilities for 
the development of new drugs, and research 
programs which go far beyond our earlier 
dreams. 

With all of this we can proudly say that 
the medical profession has met the chal- 
lenge of each new era. Many have contri- 
buted to the development of our great med- 
ical system, and to them we are indebted 
for this heritage. We are indebted also to 
our predecessors for including in the Amer- 
ican system of free enterprise the practice 
of medicine and man’s freedom of choice. 


The Challenge of the Present 


Today, however, the medical profession 
faces a new and formidable challenge, per- 
haps the greatest yet. We must resolve to 
strive valiantly to preserve this heritage 
which has meant so much to the health and 
welfare of all Americans. We must continue 
to do battle for what we consider to be in 
the best interest of all men; we must con- 
tinue constantly to study the great patient- 
physician relationship, remembering that 
we are dealing with the lives and health of 
individuals; and we must seek to remove 
the impression that we are reactionaries 
opposed to any change. 

For a profession which has witnessed 
changes greater than any other, it is in- 
teresting to speculate how we have become 
known as a group strongly opposed to 
change and committed to preserving the 
status quo at all costs. 

The medical profession has accepted 
change, for change is inevitable, but we 
have never advocated change just for 
change’s sake. There are certain unalter- 
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able principles in our profession which date 
back to Hippocrates, It was he who separ- 
ated medicine from mystery and supersti- 
tion and who used the bedside method 
which was to become the distinctive attri- 
bute of all great physicians. His attention 
was centered upon the man as well as the 
disease, and he kept in his practice a bal- 
ance between science and art which was to 
be the distinguishing quality of all great 
clinicians in all ages. “To know,” he said, “is 
one thing; merely to believe one knows is 
another. To know is science, but merely to 
believe one knows is ignorance.” It was a 
difficult path that he pointed out for medi- 
cine to follow, one that involved intellect- 
ual honesty; for only the highest types of 
men have the intelligence, the indepen- 
dence, the integrity, and the courage to ad- 
mit their errors and seek the truth without 
bias. Such are they who have given us mod- 
ern medicine. 


Conservation and change 


Perhaps we have failed to distinguish 
between that which should be constantly 
changed and improved and that which 
should remain basically intact as far as the 
public is concerned. Through 24 centuries 
of transition, physicians have moved out 
into broader fields in guarding the world 
against disease. Through these centuries, 
although mystery has given way to science, 
a science exerting today the strongest force 
in civilization for human betterment, we 
have never yet discarded the religious 
principles of sacrifice of self to others, 
principles older than science. As long as 
human beings remain human, the contact 
of personality must remain an integral part 
of the practice of medicine. It is not to in- 
dustry, government, or social] planning that 
we turn when in pain, but to the only one 
who is qualified to heal—the trained phy- 
sician. 

It may be that we have been so engrossed 
in the rapid progress of medical science as 
far as its application to individual patients 
is concerned that we have allowed our- 
selves to lose sight of the broad field of 
medicine. As a result we may get on the 
defensive when social-minded do-gooders 
and vote-minded demagogues propose 
changes which would alter the medical 
world as we know it today. 
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They accuse us of opposing without hav- 
ing any answer of our own for whatever 
problem they are considering. We do not 
need to come up with a new plan. We al- 
ready have the best possible answer—the 
American system of unregimented medical 
practice in which the patient is free to 
choose his own physician. It is a system 
which represents American free enterprise 
at its best, and it has been a basic part of 
the development of medical science to the 
highest levels of patient service the world 
has ever known. 


“Selling” the American System 


Because we know this, we take it for 
granted that everybody else knows it too. 
Perhaps we have neglected, while bringing 
the latest in medical science to our patient, 
to see that he is informed of the excellence 
of the system under which he is cared for, 
and that it is he more than we who will 
benefit from its perpetuation. We are told 
that we are good doctors when it comes to 
looking after the individual patient; but be- 
cause we have neglected to inform our pa- 
tients and the public, in the broad sweep 
of the total medical picture we are called 
arch reactionaries, selfishly determined to 
withstand any change in our profession. 
We have been too aloof from proposals 
which threaten the American medical sys- 
tem, failing to explain what all Americans 
stand to lose under revolutionary plans. 


As informed citizens dealing with the 
health of the nation, we should let the pub- 
lic know that we are on their side in the 
great fight for health. Remembering that 
we were citizens of some community be- 
fore we became physicians, we should be- 
come active in the affairs of our commun- 
ity, state, and nation, letting friends, 
neighbors, and fellow workers know that 
we practice the role of citizens as well as 
physicians. 


Because of our inactivity in civic and 
governmental affairs, too many citizens 
have listened to the political pied pipers, so 
that now it seems that the whole nation is 
trying to practice medicine by prescribing 
for the body politic, just as if it rather than 
the men who know were in a better position 
to judge what medica] system is best for 
the country. In this tendency the nation is 
not unlike the patient who walks into the 
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doctor’s office and declares, “I need a shot 
of penicillin.” He may have anything from 
a headache to fallen arches, but with his 
limited knowledge he thinks a “shot of 
penicillin” is the answer. 


Responsibility for the Future 


In advocating a strong and positive ef- 
fort toward “selling’’ the American med- 
ical system, I may sound as if I were pro- 
posing simply a glorified public relations 
program. But it is far more than that. 

I said earlier that change is inevitable. 
Our great medical system, which should be 
preserved, must be broad and_ flexible 
enough to meet aggressively the social and 
economic problems facing the country. 
These are fields in which changes must 
come, but not in the system itself. 

At present we are confronted with the 
problems of the aging. Medical science is 
responsible for increasing life expectancy 
and giving the country the greatest pro- 
portion of older residents that it has ever 
had. Our State Society and the American 
Medical Association are devoting much 
study to the needs of the aged and chronic- 
ally ill. Out of this sincere concern for a 
growing segment of our population should 
come an acceptable plan by our profession 
and not the government to help meet the 
medical needs of the aged. This is just one 
of the socio-economic problems we must 
face aggressively, as physicians and as 
good citizens. 

We have never accepted the word ‘“de- 
feat” in regard to disease, and if we are to 
follow the example of our professional an- 
cestors, we must not accept defeat in re- 
gard to the practice of medicine and its 
ability to meet whatever challenges lie 
ahead without sacrificing the spirit and 
principles of our calling. 
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If our attitude becomes one of negation 
and defeatism, we will be brushed aside 
and consigned to a regimented bureacracy 
which will tell us what and how to practice 
medicine and who our patients will be, 
whether they want our services or not. 
Change will overwhelm us unless we are 
willing and ready to abandon our aloofness 
and help shape the changes which will sure- 
ly come. Therefore we will continue to be 
heard as we rally around a cause which we 
deem to be in the best interest of all citi- 
zens, 


Remembering our great heritage in medi- 
cine — the sacrifices, the ambitions, the 
hopes and achievements of dedicated men, 
past and present—we must pledge our- 
selves to preserve and to pass on to future 
generations of physicians the courage 
necessary to meet any challenge of medi- 
cine in any age. 


We must seek the wisdom to help direct 
and fashion the affairs at hand to the end 
that our patients receive the very best 
health care and in no way are exploited for 
political expediency. Exploitation in our 
profession is called quackery, and it is no 
less when it is done by others. 


Above all, we must see that the public 
recognizes the eternal truth that physicians 
are the guardians of the health of men, a 
truth that has been tried and proven on a 
person-to-person basis and which we as a 
profession must preserve in its broadest 
application to the total health of the na- 
tion. 

With high vision and aggressive courage, 


our great Medical Society will be capable 
of meeting the challenge of our day. 


Today too many people are having their symptoms masked by too 
many drugs. Never before have so many people received so much un- 
necessary quieting, stimulating, and harmful psychiatric medication. As 
a result, people in the United States are in danger of becoming psychia- 
tric zombies. Before we give these drugs or employ electroshock, let us 
first find out what is causing a patient’s illness and try to remedy his 
condition permanently.—-Terhune, W. B.: Office Management of Psychi- 
atric Problems, Med. Ann. District of Columbia 28:307, 1959. 
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Public Health Assists the Private Physician 


JOHN R. BENDER, M.D.* 
WINSTON-SALEM 


Within the past four months, I have read 
two editorials in medical journals from 
other states, in which scathing criticism 
was aimed at the entire system of public 
health—from top to bottom and from bot- 
tom to top. 

Editor number one would have his 
readers believe that the physician in pri- 
vate practice has spread himself so thin in 
his eagerness to serve humanity that he 
has welcomed an opportunity to let some- 
one else, either individual or group, within 
or outside the medical profession, “take 
over for a spell.”” And by so doing, he now 
finds that he is being gradually destroyed 
by the exploits of technical experts, re- 
formers, political bureaucrats, and _ social- 
istic agencies, taking over one disease and 
then another. 

Editor number two was even more mili- 
tant in expressing his resentment against 
“certain policies and practices of the local 
health department actively engaged in the 
private practice of medicine.” “These in- 
fringements,” he said, “are the handiwork 
of the loca] health directors, who are re- 
ceiving tacit endorsement for their culpa- 
bility by those in higher echelons (in the 
State Department).” 

“The basic philosophy of this agency is 
socialistic,” the editorial continues, ‘and 
its present position behind sacrosanct bas- 
tions is seemingly secure from reprisals.” 

My only reason for mentioning either of 
these editorials is that there are some phy- 
sicians practicing in North Carolina today, 
perhaps even a few in this audience (yet I 
doubt that), who have the same feelings of 
resentment and make the same garrulous 
criticism of the State Board of Health and 
the local health departments in North Car- 
olina as were expressed in these editorials. 

As a member of the State Board of 
Health, I am, therefore, a party to and a 
part of this socialistic agency which con- 
dones the usurpation of the practice of 


Annual report read before Conjoint Session of the Medical 
Society of the State of North Carolina and the State Board 
of Health, Raleigh, May 11, 1960. 

*Vice-President, North Carolina State Board of Health. 


medicine by the local health departments! 
What can I do to atone for being accessory 
to an agency so vile as to be guilty of the 
following crimes? 


Achievements of the Past Year 


1. We have worked unceasingly with Dr. 
Sam Ravenel and his committee of the 
Medical Society of the State of North Car- 
olina during the 1959 Legislature to get a 
law-making vaccination against poliomye- 
litis for pre-schoo] age children mandatory! 

2. The Division of Epidemiology of the 
State Health Department, is constantly alert 
to changes in the incidence of communica- 
ble diseases and compiles weekly reports of 
communicable diseases for the sake of med- 
ical and public interest, and also for nation- 
al comparisons. Through such a compilation. 
interesting data are gathered for use by the 
local health director and the private prac- 
titioner, to warn of and prepare against 
possible approaching epidemics. In compar- 
ison with 1958, North Carolina had in 
1959, for instance, 1,199 more cases of 
measles, 176 more cases of whooping cough, 
twice as much infectious hepatitis, and 
more than seven and one-half times the 
number of cases of paralytic poliomyelitis 
(37 to 270). Fifty-six per cent of the par- 
alytic cases were in children under 4 years 
of age, and less than 2 in 5 of all recorded 
cases of poliomyelitis had received any 
Salk vaccine. 

Intensive investigations of all cases of 
typhoid, malaria, diphtheria, tularemia, 
brucellosis, Q fever, and other infections 
were made; and a large number of studies 
relating to food-borne illnesses were con- 
ducted. 

3. Statistical requests and consultative 
assistance reached an all-time high in 1959. 
The State Board of Health is the custodian 
of reports of morbidity, mortality, divorces, 
natality, and other information for the en- 
tire State. Therefore, it assists professional 
and lay agencies in compiling data for re- 
search projects. At the present time it (the 
State Board of Health) is cooperating with 
the Medical Society of the State of North 
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Carolina through its committees in supply- 
ing information for five research projects; 
(1) North Carolina Hospital Survey; (2) 
Neonatal Death Study; (3) Maternal 
Health (4) Auto Crash Injury Research; 
and (5) Anesthesia Study. 


Within the past decade there has been a 
reversal of the trends of causes of death in 
North Carolina. Tuberculosis, which has 
heretofore been one among the 10 greatest 
killers within this state, was responsible 
for only 208 deaths in 1959. But as the 
morbidity and mortality from the commun- 
icable and infectious diseases becomes less 
and less, the State Board of Health becomes 
more and more concerned with the prob- 
lems of chronic and degenerative diseases, 
such as early cancer detection, protection 
against cardio-vascular-renal damage, and 
prevention of mental and nervous break- 
downs. We also find increased emphasis on 
maternal health, congenital defects, handi- 
capped children, occupational health, im- 
proved and revised standards of sanita- 
tion, food-borne diseases, and many other 
problems and programs that have direct in- 
fluence upon the properties, industries, 
health, and life of the people of this state. 

4. The State Board of Health, through 
its Occupational Health Section, serves in 
planned engineering and medical activities 
with the Department of Labor and the In- 
dustrial Commission, permitting closer co- 
ordination of health services with indus- 
trial programs. Last year the industrial hy- 
giene engineers inspected more than 300 
plants (10 per cent more than in the pre- 
vious year) for dusts, fumes, chemicals, 
vapors, ionizing radiation, and other health 
and occupational hazards. 

The Section also co-sponsored seminars 
on ventilation at North Carolina State Col- 
lege and in radiologic health and industrial 
nursing at the University of North Caro- 
lina, and was assigned the major respon- 
sibility in coordinating the radiologic 
health program as required by law through 
1959 legislation. 

5. The Veterinary Medical Section of the 
State Board of Health is cooperating with 
the Department of Agriculture in investi- 
gating diseases of animals transmissible to 
man. One big project for the past two years 
was to determine the degree of contamina- 
tion in poultry processing plants’ with 
various species of Salmonella organisms. In 
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one plant, a total of 32 per cent of pro- 
cessed fowls were infected with these path- 
ogens. The Veterinary Section continues to 
strengthen its program in the eradication 
of rabies, which has been a major health 
problem in several counties of the State the 
past year. The Department continues con- 
sultative cooperation with the Department 
of Agriculture in problems of mutual con- 
cern (such as meat and milk inspections) 
aimed at producing wholesome high quality 
food products of animal origin. 


6. Accident prevention is becoming one 
of North Carolina’s major public health 
activities. In an effort to reduce death and 
injury from farm and home accidents, the 
Accident Prevention Section, State Board 
of Health, continues its educational pro- 
gram on accident prevention for public 
health workers, home demonstration club 
leaders, 4-H club groups, Parent-Teacher 
Associations, civic clubs and other commu- 
nity workers. 

7. Nervous and mental disorders are 
gradually consuming a larger portion of 
the private practitioner’s time and making 
greater demands upon local health author- 
ities each year. In 1959, 11 mental health 
clinics held more than 32,000 patient inter- 
views. Forty-nine per cent of these patients 
were under 18 years of age. The Mentai 
Health Section also provided consultation 
service to schools, courts, industries, wel- 
fare departments, doctors, ministers, 
nurses, and other groups and agencies. 
Mental health clinics were established in 
two additional county health departments, 
and part-time assistance was supplied to 
three others. 

8. The State Board of Health operates 
under the philosophy that, following pre- 
ventive efforts, early detection and correc- 
tion of defects is the next step toward good 
health. It finds its best application of this 
philosophy through the Division of Oral 
Hygiene and Crippled Children’s Clinics of 
the Personal Health Division. 

a. The program of dental health serves 
the children of elementary school age with 
the aim of teaching all children the impor- 
tance of actively seeking good dental 
health. A program was initiated during the 
past year for the collection of base line data 
on the dental condition of children of school 
age in areas which are just beginning 
fluoridation, and in areas where fluorida- 
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tion has been in operation several years. 
From data thus obtained, indications are 
that in areas where fluoridation has been 
present for five years, the decay rate 
among children between 6 and 12 years of 
age has been reduced at least 40 per cent. 
It seems unfortunate, therefore, that only 
31 towns and cities in North Carolina and 
less than 800,000 of its population are 
fluoridating their water supplies, even 
though the North Carolina Dental Society, 
the Medical Society of the State of North 
Carolina, and similar medical, dental and 
public health national organizations have 
endorsed fluoridation as being safe and 
beneficial in the lessening of dental caries. 

b. The 45 orthopedic clinics of the Crip- 
pled Children’s Section experienced a grad- 
ual increase in the patient load of each pro- 
gram. There was also a continual patient 
increase in the seven rheumatic fever and 
four speech and hearing clinics. Even 
though this Section has suffered the loss of 
a nurse consultant in Child Growth and De- 
velopment, one additional speech and hear- 
ing clinic has been opened this year. 

9. The Sanitary Engineering Division 
made a complete sanitary survey of jails 
and city lock-ups, and assisted the Prison 
Department in the inspection of highway 
prison camps. Sanitary inspection of nurs- 
ing homes and homes for the aged contin- 
ued unabated. Many of the conventional 
sanitation activities were expanded because 
of population growth and industrial devel- 
opment. Food-handling regulations were re- 
vised to include sanitation standards for 
outdoor dining areas, and during the year 
special attention was given to water and 
sewage disposal problems in the coastal 
counties. 

10. The Laboratory Division is an insti- 
tution within itself, and one which has ren- 
dered faithful, conscientious and compe- 
tent service to the people of this State 
since its first director began work in 1908. 
There were no changes in 1959 except in 
additional examinations. Your Laboratory 
Division is continually reviewing and eval- 
uating its program and looking for new 
methods and laboratory techniques to bet- 
ter serve the people of North Carolina, 
within the structure of the State Board of 
Health. 

The Laboratory Director, Dr. John H. 
Hamilton, resigned April 30 after serving 
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the state faithfully and competently for 40 
years—the first 11 in New Hanover Coun- 
ty. His dedication to the field of public 
health has been for the citizens of North 
Carolina a providential blessing beyond the 
realm of tangible values. Testimonials and 
expressions of appreciation for his services 
are to be given at a later date under more 
appropriate circumstances. It suffices here 
to say that the Laboratory Division will 
always be, to those of us who are fortunate 
enough to have known Dr. Hamilton, a 
symbol of unselfish service and a monu- 
ment to his memory. 


The work and service of many other Di- 
visions and Sections within the State Board 
of Health deserve commendation and 
should be mentioned but time does not per- 
mit. 

11. I would be derelict in my duty toward 
you on behalf of my colleagues who serve 
on the State Board of Health, if I failed to 
mention the excellent administration of the 
State Board of Health under Dr. J. W. Roy 
Norton. It is almost inconceivable that Dr. 
Norton can perform his executive and ad- 
ministrative duties and also engage in the 
many activities that involve public rela- 
tions on behalf of the State Board of Health 
and the Medical Society of the State of 
North Carolina. In order for North Caro- 
lina to maintain its commendable health po- 
sition, it is necessary for the State Health 
Director to keep abreast of the develop- 
ments in the field of health affairs, through 
the state and over the nation. He does this 
through wide professional reading, attend- 
ance at regional, national] and international 
conferences, and frequent visits to various 
sections of North Carolina. By such visits 
and through such professional contacts, the 
State Health Director is able to keep in 
close touch with industrial and agricultural 
development, and to identify the approach- 
ing public health needs and promote mea- 
sures for meeting those needs. 


12. Other activities of the State Board of 
Health are continuing unabated through 
the various Divisions and Sections, and 
through our chief aim of service—the local 
health departments serving all one hundred 
counties. The enlargement of programs to 
deal with chronic diseases and care for the 
aging tops the list of North Carolina’s pub- 
lic health needs for the year ahead. 
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Conclusion 

Perhaps there remain in the minds of 
some the editorial ideas expressed in the 
beginning. If so, this brief and partial sum- 
mary of the activities of public health work 
in North Carolina has been of value only 
insofar as it has fulfilled the requirements 
of law. If it has given to some a better un- 
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derstanding of the inner workings of the 
State Board of Health and local health de- 
partments, and if it serves as a basis for a 
more understanding attitude toward the 
local health departments and the State 
Board of Health, our time will not have 
been spent in vain and this report will have 
served its intended purpose. 


Treatment of Pulmonary Emphysema 


PHILLIP E. RUSSELL, M.D. 
ASHEVILLE 


Emphysema is a common disease. Our 
population is growing older; smoking is be- 
coming more widespread; and we are keep- 
ing alive patients with asthma, pneumonia, 
and chronic bronchitis, As a result we shall 
inevitably see more and more emphysema; 
so the treatment of this disease is becom- 
ing increasingly important. This discus- 
sion is concerned primarily with the long- 
term care of outpatients with chronic, dif- 
fuse, obstructive, pulmonary emphysema. I 
shall not attempt to include the problems 
which arise in the hospital treatment of the 
acute respiratory crisis. 

In the patient’s history it is noted that 
he has had repeated hospital admissions; 
and although he is said to be improved 
after each admission, we know he is be- 
coming progressively worse. Can these ad- 
missions be prevented? Can the course of 
this disease be changed? Yes! Emphysema 
can be diagnosed early and the progression 
of the disease can usually be halted. 

We are slowly gaining some understand- 
of the etiology and the usual course of the 
disease''’, More people are coming to the 
doctor for routine checks; therefore, we 
have the opportunity to suspect this disease 
early, at a time when we can really do 
something about it. Also, the increasing 
office use of pulmonary function tests such 
as timed vital capacities and maximum 
breathing capacities is giving us a means 
of confirming our diagnoses and of follow- 
ing the course of this disease'?’. 

The treatment of emphysema might be 
divided under three headings: psychic, 
medical, and physical. 


Read before the Regional Meeting of The American College 
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Psychotherapy 

Psychotherapy should be considered first 
because it is the most important in the long 
term care of these patients. It is strange 
that little has been written about the psy- 
chic aspects of emphysema when one con- 
siders how closely it is related to asthma 
and how frequently the two diseases over- 
lap. It would be difficult to find a paper on 
asthma in which the psychic factors are 
not mentioned. In emphysema, however, 
one can see organic changes at the autopsy 
table and under the microscope; so it is 
usually considered purely an organic dis- 
ease. No one can treat many of these pa- 
tients without realizing the importance of 
psychic factors. Breathing itself is closely 
associated with emotional responses‘*’. 
Emotional upsets are reflected in increased 
tidal volume and thus in increased air 
trapping in the emphysematous patient. 
Constant smothering as a threat to survival 
creates emotional problems if they were 
not already present. These patients become 
demanding, impatient and intolerant, and 
are continually looking for some easy cure. 
When they are slightly improved or helped 
over a crisis, they are satisfied and discon- 
tinue all therapy. They beg for help one 
minute and say they will do anything, then 
break the next appointment or flatly refuse 
to give up smoking. 

For good results one must take time with 
the patient, explaining over and over the 
nature of the disease, its seriousness, and 
the importance of treatment. He needs help 
in adjusting to the disease and help with 
emotional problems which arise. Certainly, 
the chief cause for failure in the long-term 
treatment of emphysema is not the use of 
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the wrong drug but the failure to obtain 
the full cooperation of the patient. 

In evaluating other therapy, psychic fac- 
tors are important. It is interesting to 
watch a group of old wheezers on a ward 
where there are rotating residents. On the 
first of the month, they wil] be smiling and 
breathing easily. One of them will say, 
“That doc really knows his business; he 
started me on some new medicine and I be- 
lieve it’s going to fix me up.” A review of 
the chart shows that the new resident has 
substituted one ephedrine compound for an- 
other, but he also has shown some interest 
and optimism. By the end of the month, 
however, the resident is discouraged and 
the wheezers are again gasping for breath 
and wanting more intravenous aminophy]- 
line. In spite of this observation, many pa- 
pers on the treatment of emphysema have 
inadequate controls and no long term fol- 
low-up. Since the results with various pro- 
grams of treatment are similar, one won- 
ders if psychic factors caused the improve- 
ment. Give one of these patients a new pre- 
seription and he will feel better before he 
leaves the office. Therefore don’t prescribe 
all the useful drugs at once: Give them one 
at a time, so when a patient starts to be- 
come discouraged, you can give him a new 
medicine. 

Medical Treatment 

Medical treatment is usually vigorously 
prescribed. Many patients have already 
tried most of the drugs used for emphy- 
sema when they are first seen, and they 
even have strong ideas about which medi- 
cines are most effective. Most physicians 
are familiar with the various drugs used; 
so I shall not try to cover medical therapy 
completely, but I would like to make a few 
comments. Epinephrine, isuprel, ephedrine, 
aminophylline, and potassium iodide are still 
basic treatment for wheezing'*’. There are 
some interesting arguments about mechan- 
isms of action, but empirically these drugs 
work as well as any we have. 

Antibiotics are of great value’. They 
literally keep these people alive, since em- 
physema is characterized by recurrent bac- 
teria] infections which are life-threatening. 
The appearance and quantity of the sputum 
is a good indication of when antibiotics are 
needed. It is helpful to have the patient 
bring in a 24-hour collection of sputum on 
each office visit, because relying on his own 
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description of his sputum can be mislead- 
ing. Occasionally gram strained smears or 
cultures and sensitivity studies are helpful 
in choosing the best antibiotic. The pro- 
phylactic or long-term use of antibiotics is 
a controversial subject. Although some well 
controlled reports are favorable, antibiotics 
are not widely used prophylactically be- 
cause of general principles and because of 
accumulating proof that in other situations 
they are not helpful and are perhaps harm- 
ful. Prompt use of antibiotics for acute 
flare-ups of infection is as good or better 
than prophylactic antibiotics, and is safer 
and cheaper. 

The patient should be considered from 
the standpoint of allergy. A search for 
allergens should be made. He should sleep 
in a bare room and all directly irritating 
substances should be avoided. One impor- 
tant offender is tobacco smoke. Recent pa- 
pers have shown that most emphysematous 
patients smoke considerably more than con- 
tro] patients, all smokers have comparative- 
ly reduced maximum expiratory flow rates, 
and most smokers have a chronic cough. 
Clinically, it is certainly important for the 
patient to stop smoking. On the other hand, 
it is surprising how many of these patients 
have been told this many times without 
stopping, and no matter how much one ex- 
plains and begs, they continue smoking. 
Certainly, to get the patient to stop smok- 
ing is a real test of a good doctor-patient 
relationship. 

Sometimes when there are definite signs 
that allergic factors are important, the pa- 
tient should be studied by an allergist with 
skin tests and the whole allergy regimen. 

Finally, when all other medical treatment 
fails, steroids can effect dramatic results. 
Any patient who has crippling pulmonary 
emphysema deserves a trial on steroids‘*7). 

Physical Treatment 

Physical treatment comes last, but it is 
not the least important in the long-term 
treatment of these patients'*’. While med- 
ical treatment is vigorously prescribed, 
physical treatment is largely neglected. 
Some physical measures are necessary for 
good long-term results. Postural drainage 
is of primary importance'*’. Anyone with 
enough sputum or cough to need an expec- 
torant needs postural drainage. These pa- 
tients are never too sick for postural drain- 
age, but they do become too sick to do with- 
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out it, Putting a patient on his side with a 
pillow under his waist and having him 
breathe deeply while raising his arm is a 
reasonably effective method, and is easy 
enough for the patients to continue doing 
it. Lying on a bed with the head lowered 
20 degrees helps drainage, especially if the 
patient has been carefully instructed in ab- 
domina] breathing. An occasiona] patient 
with a large volume of sputum needs to use 
other positions for drainage, and he usual- 
ly discovers which position is most produc- 
tive. However, he will not find out unless 
he is shown the various positions. If a pa- 
tient who has a considerable amount of 
sputum is given no medicine but only 
shown postural drainage when first seen, 
he is less likely to give medicine credit for 
his improvement. It is striking how much 
some patients improve on adequate drain- 
age alone. 


Some patients with an irritating non- 
productive cough need to be taught how to 
cough. It is helpful for them to exhale 
about half a breath, then cough, because this 
makes the cough less irritating, does not 
over inflate the chest, and is actually more 
productive in emphysematous patients'*’. 


Breathing exercises and re-education in 
breathing are helpful over the long term'’’. 
Sessions may be started with instructions 
in how to relax. The patient is put on an 


examining table with his head lowered 
about 20 degrees. The mechanics of breath- 
ing are explained, and he is taught to use 
more abdominal breathing and less chest 
breathing. Pursed lip breathing is taught; 
exercises are given to loosen up rib cages 
and strengthen abdominal muscles. Some 
patients are helped by teaching them to put 
force in exhalation rather than inhalation. 
Also, interrupted expirations are helpful. 
For example, the patient makes short re- 
peated forceful expirations until his chest 
is as empty as possible of air, or he can say 
“P” or “F” over and over. These proce- 
dures promote drainage, strengthen expir- 
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atory muscles, and get rid of trapped air. 
They can be done anywhere or anytime and 
are particularly effective just before some 
necessary exercise. Nothing can be achieved 
in two or three visits, but with patience and 
persistence the patients are helped greatly. 


Physiotherapy must be used along with 
the medical measures. Part of the benefit, 
I suspect, is psychic, because it gives the 
patient something he can do, puts some of 
the responsibility for treatment upon him, 
and gives him some hope and encourage- 
ment, which are extremely important. The 
instructions make him feel that the doctor 
is interested in him. Moreover, when a 
crisis comes, he is more confident that he 
can control his breathing, and thus is less 
terrified. 


Conclusion 


To obtain maximum results in treating a 
patient with obstructive pulmonary emphy- 
sema, we must diagnose the disease early, 
then carefully evaluate our patient. We 
must tailor the treatment to suit the indi- 


vidual patient, using every means at our 
disposal. We must treat him psychological- 
ly, medically, and physically. If carefully 
treated, most of these patients can be main- 
tained indefinitely in reasonably good 


health. 
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Trimeprazine (Temaril) as an Antiemetic 
And Antitussive in Children 


ROBERT F. POOLE, M.D. 
RALEIGH 


Clinical studies'') of trimeprazine have 
concentrated on assessing the drug as an 
antipruritic agent, although studies in an- 
imals'*) show that it possesses antiemetic 
properties, and Green''*’), in his study, ob- 
served antitussive effects in a few patients 
with cough who were given the drug to 
control itching. The present study was un- 
dertaken to determine clinically whether 
trimeprazine controls vomiting, and to ex- 
plore further its antitussive effects. 


Antiemetic Series 

Forty-eight infants and children with 
vomiting secondary to acute infectious 
states, chiefly viral gastroenteritis and 
pharyngitis, and 2 infants with vomiting 
due to pylorospasm were given trimepra- 
zine. In these 26 girls and 24 boys, who 
ranged in age from 2 months to 9 years, 
treatment was started approximately 4 to 
12 hours after the onset of forceful vomit- 
ing and of repeated episodes of retching. 
Other clinical manifestations included fever, 
abdominal cramps, malaise, diarrhea, and 
restlessness. Signs of dehydration were 
not pronounced, although mild acidosis was 
present in 2 children. 

Children weighing up to 30 pounds were 
given 14 teaspoonful of trimeprazine syrup, 
three to four times daily; those weighing 
over 30 pounds were given 1 teaspoonful, 
three to four times daily. Each teaspoonful 
contained 2.5 mg. of trimeprazine. 

Parents were asked to offer fluids ap- 
proximately one-half hour after they gave 
the child the first dose of trimeprazine and 
to note whether the fluids were accepted 
and retained. The 14 children who had 
pharyngitis and otitis media, with or with- 
out gastroenteritis, were given one 2 cc. 
dose of long-acting Bicillin intramuscular- 
ly, along with trimeprazine orally. Once 
they were able to retain fluids orally, they 
were started on Madribon Suspension while 
continuing trimeprazine. 


Antitussive Series 
Twenty-eight children with persistent 
cough associated with recurrent attacks of 


acute pharyngitis, tonsilitis, and bronchitis 
comprised the study group. All but 3 of 
these 10 girls and 18 boys were 5 years of 
age or younger; 5 were less than 1 year 
old. Since these children had fever and 
nasal congestion in addition to cough, they 
were given a modified formulation of tri- 
meprazine syrup to which an antipyretic 
(acetaminophen) and decongestant (pheny]- 
propanolamine) had been added. Other 
symptoms present included headache, sore 
throat, muscle aches, and occasional vomit- 
ing. The usual dosage was |» to 1 teaspoon- 
ful, 3 or four times a day, depending on 
body weight. Each teaspoonful supplied 2 
mg. of trimeprazine, 120 mg. of acetamin- 
ophen, and 10 mg. of phenylpropanolamine. 
All but 2 of the children were given one 2 
ce. dose of long acting Bicillin intramus- 
cularly and subsequently maintained on 
Madribon Suspension to treat associated 
bacterial complications. 

A check was made two days later to in- 
quire about the patient’s cough and general 
condition. Any decrease in cough which oc- 
curred quickly—that is, within 4 to 12 
hours—would more likely be due to anti- 
tussive than antibacterial activity. 


Results 


Trimeprazine appeared to be very effect- 
ive for controlling vomiting associated with 
acute gastroenteritis. Except for the 2 pa- 
tients with pylorospasm and 1 with gas- 
troenteritis, none of the children exper- 
ienced any further vomiting after they took 
the drug. Parents noted that the children 
were able to take and retain clear liquids 
and soft foods within two hours following 
the administration of trimeprazine; most 
were able to take liquids within 30 minutes. 
Those with bacterial infections experienced 
no return of vomiting when they started 
taking the sulfonamide preparation orally, 
and rehydration was accomplished without 
resorting to parenteral fluids, even in the 
2 who were acidotic. The exceptions who 
obtained no relief with trimeprazine later 
benefited from other types of treatment. 
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The 2 infants with pylorospasm responded 
to combined pentobarbital and homatro- 
pine methylbromide. These failures indi- 
cated that trimeprazine lacks the para- 
sympatholytic activity of belladonna deriv- 
atives, and in all likelihood mainly acts cen- 
trally, like other phenothiazine antiemetic 
agents, on the emetic chemoreceptor trig- 
ger zone. One child with vomiting due to 
gastroenteritis was unable to keep trime- 
prazine down long enough to benefit from 
it until she was given a paregoric enema. 
After that, she had waves of nausea but no 
further vomiting. 


Almost all the parents continued giving 
trimeprazine for an additional day or two 
after the cessation of vomiting, to help pre- 
vent a recurrence. Some thought that the 
children seemed to be calmed when taking 
trimeprazine and were more amenable to 
bed rest. Whether these effects were due to 
the drug or merely coincidental with the 
disease is difficult to determine with cer- 
tainty. In any event, none became more 
restless or irritable, or suffered loss of co- 
ordination, as sometimes happens with bar- 
biturates, 


Trimaprazine also proved to be a useful 
antitussive agent. In 20 of 28 children 
given the modified formulation, relief of 
cough was judged by parents to be satis- 
factory. Several with croup and wheezing 
due to bronchial asthma experienced a con- 
siderable reduction of nighttime distress. 
Results were also particularly good in a 
very difficult allergic patient with chronic 
cough and wheezing due to asthmatic bron- 
chitis. In 4 children, however, no reduction 
of cough occurred until after their pharyn- 
gitis and bronchitis were brought under 
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control with antibacterial therapy. In the 
remaining 4 children, results were judged 
to be partly satisfactory—or perhaps sim- 
ply uncertain—since cough was controlled 
at night but not during the day. The decon- 
gestive and analgesic effects of the formu- 
lation further helped ease discomfort. 

It may be interesting that of the 20 chil- 
dren who obtained satisfactory relief from 
coughing, 13 experienced moderate seda- 
tion, whereas only 3 of 8 with an unsatis- 
factory or uncertain response did. The sed- 
ative effect was more calmative than sopor- 
ific. During the day it showed itself in re- 
duction of irritability or restlessness; at 
night, in helping them fall asleep readily. 


Summary 


A clinical trial of the antipruritic, trime- 
prazine, in 78 infants and children showed 
that the drug also has clinically useful an- 
tiemetic, antitussive, and sedative proper- 
ties. It controlled vomiting and retching 
associated with acute infectious states, es- 
pecially viral gastroenteritis, but failed to 
arrest vomiting due to pylorospasm. As ad- 
junctive therapy in acute respiratory in- 
fections, a modified formulation relieved 
persistent cough and reduced irritability in 
children with acute pharyngitis, tonsilitis, 
and bronchitis. No side effects of conse- 
quence occurred with its use. 
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Before prescribing a preparation each physician should make use of 
the simple guides and ascertain if his knowledge and the merits of the 
proposed agent are such as to warrant its use. Furthermore, in these 
days of ever-increasing costs no drug preparation should be prescribed 
until the physician has some idea of the cost. Frequently, much less ex- 
pensive and as good or nearly as good alternate agents are available if 
the physician informs himself about cost and devotes sufficient time to 
drugs and their uses so that he can wisely select alternate preparations. 
—Friend, D. G.: Polypharmacy—Multiple-Ingredient and Shotgun Pre- 
scriptions, New England J. Med. 260:1017 (May 14) 1959. 
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Short-Term Group Therapy 
With Hospitalized Non-Psychotic Patients 


MARTIN H. KEELER, M.D. 
CHAPEL HILL 


This paper describes two years of exper- 
ience in group therapy on an 18-bed open 
psychiatric ward of the University of 
North Carolina Medical School. The ex- 
perience is reported because it has been 
found to be of clinica] value and because it 
illustrates certain points of group therapy. 
Meetings lasting from one-half to one hour 
were held from one to four times per week; 
average attendance was from 6 to 12 pa- 
tients, and the average patient stay was 
between three and four weeks. Each pa- 
tient also received at least four hours per 
week of individual psychotherapy from 
one of several psychiatric residents or psy- 
chiatrists. These same physicians, and 
others, acted as group leaders. Previously 
a different method of combining group and 
individual therapy had been used, one in 


which therapists treated their own patients 


in group and individual sessions‘!). 


A. Population 

The population of the ward was pre- 
dominantly non-psychotic and female. Dur- 
ing the day the patients were also attended 
by medica] students, nurses, student nurses, 
aides, occupational therapists, recreaticnal 
directors, and social workers. Group ther- 
apy was utilized for its unique values 
rather than as a way to keep the patients 
occupied or as a substitute for individual 
treatment. All patients except children and 
those grossly confused were invited to at- 
tend, and most of them did. Adolescents 
commonly refused to come, and severely de- 
pressed patients attended but did not ver- 
bally participate. 


B. Method 

Several measures were designed to facil- 
itate group progress. Most, but not all of 
the meetings were preceded by a motion 
picture illustrating psychodynamic points. 
The patients were told they could discuss 
the picture or not as they chose. The films 
were utilized to introduce significant con- 


From the Department of Psychiatry, University of North 
Carolina School of Medicine, Chapel Hill. 


tent and to provide a common point of de- 
parture for group meetings. 

The therapist was told not to give ad- 
vice or to encourage discussion of symp- 
toms. He was to encourage discussion of 
feelings about contemporary figures in- 
cluding friends, relatives, hospital staff, 
and each other. Group reactions to the 
leader and reactions within the group were 
clarified; individual reactions to the leader 
seldom were. 

There were also some policies designed 
to limit the scope of group therapy. Dis- 
cussion of feelings directed toward past 
figures was permitted but not encouraged. 
Dream material and free association were 
not requested. Most important, patients 
were permitted to discuss feelings toward 
their individual therapists, but always with 
the suggestion that they bring up this ma- 
terial in individual treatment sessions. This 
policy, while regrettable in terms of group 
therapy, was necessary because a primary 
function of the ward was training in in- 
dividual psychotherapy, and it was felt that 
this should be minimally complicated. 


C. Group Process 

The recurrence of situations and_ se- 
quences of situations in this experience is 
significant. While the turnover of patients 
was continuous, it was uneven. The depar- 
ture of a group of patients, or even of a key 
patient in the group, led to “starting over.” 
A heavy influx of new patients often had 
the same effect. Frequently occurring situ- 
ations will be discussed in terms of objec- 
tive phenomena and group process in the 
sequence in which they occurred. 


1. The “classroom” 

The members treated the meeting as a 
course on how to rear children and the 
leader as a teacher. This attitude was 
thought to be the result of the use of motion 
pictures stressing childhood problems, as 
this material was too remote to be dealt 
with directly and thus lead to detached 
discussions. Films dealing with adult 
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problems were obtained, but the only 
change was that in this phase, when the 
new motion pictures were shown, sessions 
became classes on marriage or how to act 
at work, and the leader was still treated as 
a teacher. In this phase the members have 
no concept of how to operate as a therapeu- 
tic group, and the “classroom” phenomenon 
occurs as the group, wanting to be passive, 
places responsibility on the leader‘). This 
situation recurs despite efforts to do away 
with it. 


2. Bored discomfort; hostile silence 


This phenomenon occurs spontaneously 
when the group sees little point in the class- 
room approach or comes about when the 
leader interprets the existence of that 
situation. The members are silent and un- 
happy. The therapist has to restrain him- 
self from prematurely ending the meeting. 


The group is united by being in the hos- 
pital, and, in most cases, by the hostile 
component of ambivalent feelings concern- 
ing dependence. There is not sufficient 
group identification to give the support 
needed to express anger; anger is acted out 
by group. passive-aggressive techniques. 
Therapists and observers can feel the ten- 
sion and hostility. 


8. Overt anger directed outside the group 


The members complain of their doctors, 
nurses, food, ward rules and policies, wives, 
and husbands. They do not criticize each 
other or the leader, although they may cas- 
tigate absent members. This spontaneously 
follows the hostile silence or can usually 
be produced by the therapist’s interpreting 
the silence as hostility. At this point there 
is sufficient group feeling to make the 
voicing of anger acceptable; the expression 
solidifies the group. 


Here again efforts were made to alter the 
development of the group. An additional 
meeting devoted to discussing ward prob- 
lems was introduced, but this had no effect 
on the group. If administrative meetings 
were held when the group was angry, 
everything was criticized; but criticism 
continued during therapy meetings. Admin- 
istrative meetings held when the group was 
more friendly were quiet and pleasant. The 
periodic emergence of anger cannot be con- 
trolled by changing the ward situation. 
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4. Overt anger directed toward a member 


Overt anger usually occurs spontaneous- 
ly and creates problems in meetings and on 
the ward. The behavior of the victim gen- 
erally more than justifies the hostility ex- 
pressed. Unfortunately the patient involved 
is usually ill equipped to tolerate the situa- 
tion, and therefore the leader must try to 
support him. The group lives together all 
day, and the hostility may not end with the 
meeting. If the victim becomes more ill, the 
others feel guilty and the group regresses 
to bored silence. Often the victim stops at- 
tending or is silent during future meetings. 
Fortunately the victim is also receiving in- 
dividual psychotherapy, and the individual 
therapist can help him. 

This is a “scapegoat’”’ phenomenon, The 
group has further solidified by directing 
intra-group hostility toward one member. 


5. Overt hostility directed toward the leader 


Eventually or alternatively the hostility 
may be directed toward the therapist. The 
complaint is that he does not tell the mem- 
bers what to do. Such phrases as “He 
doesn’t know, either,” or ‘““What’s the use?” 
are in evidence. The group may regress to 
bored silence. 

The situation is one of open group hos- 
tility to the leader as a result of frustrated 
dependency needs‘*’. The “orality titer’ is 
particularly high in inpatients, and the 
process is intense. Despite group support 
guilt is still associated with this behavior. 

The hostile phase resolves itself when the 
group realizes the reason for its anger. This 
may occur to the members or be permis- 
sively interpreted by the therapist. If the 
interpretation is successful, the group 
realizes and accepts that it is useful to ex- 
press and try to understand feelings. 


6. “Group therapy” 

Feelings—usually anger, sometimes af- 
fection, rarely sex—are expressed and an 
effort is made to understand them. 

It is here that the inhibiting factors dis- 
cussed previously come into play. Tech- 
niques that would promote insight and un- 
covering, such as discussion of dream ma- 
terial and the encouragement of the degree 
of free association possible in a group, are 
usually avoided. Occasionally, however, 
therapists break the rules. If utilized, these 
methods are effective. 
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Another limit on group therapy is the re- 
ferral of feelings pertaining to individual 
therapy back to the latter situation, thus 
permitting but discouraging the expression 
of some usually interested affects. When 
the group is functioning well, therapists 
have fantasies of discharging the members 
in toto and continuing with it in outpatient 
therapy. Then, as a result of therapy or 
coincidence, the better patients go home or 
there is an influx of new patients. The 
situation regresses to the “classroom.” Pa- 
tients left over from the last cycle complain 
wistfully that the meetings used to be dif- 
ferent; so does the therapist, but to him- 
self, 


D. Factors Influencing Group Progress 

1. Frequency of meetings: Experience is 
that the sessions are more comfortable and 
group progress is more rapid if meetings 
are held three times per week. If held less 
frequently they lack continuity; if held 
more frequently the group stagnates at the 
phase of bored hostility. This probably oc- 
curs when feelings involved in the group 
situation become too intense. 

2. Use of motion pictures: Presentation 
of films gives the group, including new 
members, a common starting point for each 
session. Progress is more rapid, however, 
if one meeting per week is held without the 
preliminary motion picture, as the group 
thus has a little more freedom. During one 
phase of excellent function the group and 
the therapist decided to dispense complete- 
ly with the motion pictures and the group 
subsequently collapsed. The motion picture 
obviously has some supportive and unify- 
ing value in a group as transient as the 
ward population. 

3. Therapist: Some therapists are more 
successful than others, but experiences are 
essentially similar. At one time all three 
residents assigned to the ward took one 
meeting per week, and there was no pro- 
gress. The group functions best under one 
therapist and routinely regresses with a 
change. 

4. Patients: The following observations 
are based on clinical impression rather than 
systomatic analysis of data. The group 
progresses best when at least half the pa- 
tients are between 20 and 40 years of age. 
A group in which the active members are 
all of the same sex or evenly divided pro- 
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gresses best. A group with six active 
women and one man bogs down. 

Depressed members do not generally par- 
ticipate verbally, but if the group is going 
well they seem to derive considerable bene- 
fit. These patients are often silent but 
pleased when others express anger. Border- 
line schizophrenic patients are quite 
active at meetings and derive support from 
the group and further group progress. An 
admixture of patients with hysterical and 
obsessive character structures does well, 
but so does a group of those with hysteria; 
a group of obsessive patients alone or with 
one hysteric patient is unsuccessful. 


E. Effects of the Program 


1. Individual therapists note that their 
patients have a_ surprising intellectual 
awareness of the effects of childhood ex- 
perience and of the unconscious. This fac- 
tor generally expedites individual therapy. 
Sometimes, with obsessive-compulsive pa- 
tients, this awareness leads to prolonged 
intellectualization in individual psychother- 
apy, but the same phenomenon usually oc- 
curs in any event with these patients. 


2. Individual therapists note that some 
of their patients become much freer in ex- 
pressing feelings. The support given by the 
group seems to explain this; often the pa- 
tient states that he learned in the group 
that “everyone feels that way.” 

3. This program does not interfere with 
individual psychotherapy. The techniques 
used prevent working one situation against 
the other and leave large areas of support 
and interpretation solely to the individual 
therapist. Material from the group often 
comes up in individual treatment, but the 
reverse is seldom true'*’. 

4. The staff notes a greater cohesiveness 
on the part of the patient group. Although 
patients will interact in any circumstances 
the quality of interaction is subject to 
change. When the group is in its more ad- 
vanced phases, the patients are more aware 
of each other as people and are thus more 
interested, sensitive, and considerate. 

5. The reports of the group therapist 
make the individual therapists more aware 
of the patients as people. 

6. Since this is commonly their first 
group experience, the resident physicians 
involved usually become interested in group 
therapy early in training. 
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Summary 

The utilization of group therapy with a 
changing population of hospitalized psychi- 
atric patients has been described. Methods 
of having the group supplement rather 
than duplicate or compete with individual 
psychotherapy, stages of group develop- 
ment, factors influencing group progress, 
and results of the program are discussed. 
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Appendix 
Motion Pictures Utilized 


Anger at Work. Internat’! Film Bureau, Inc., 
57 E. Jackson Boulevard, Chicago 4, III. 


Emotional Health. McGraw Hill Bk. Co., Text- 
Film Department, 330 W. 42nd St., New York 
86, N. Y. 


Feelings of Dependency. National Film Board, 
Suite 658, 630 5th Ave., New York 20, N. Y. 


Feelings of Hostility. Nat’l. Film Brd., Suite 
658, 630 5th Ave., New York 20, N. Y. 
Feelings of Rejection. McGraw Hill Bk. Co., 
Text-Film Dept., 330 W. 42nd St., New York 
36, N. Y. 

Meeting the Emotional Needs of Childhood. 
New York University Film Library, Press 
Annex Blidg., 26 Washington Pl., N. Y. 3, 


Preface to Life. Castle Films, 1445 Park Ave., 


The Anterior Tibial Syndrome 


WAYNE S. MONTGOMERY, M.D. 
ASHEVILLE 


The term “syndrome” attached to a clin- 
ical entity connotes a certain lack of knowl- 
edge. Such is the case of the anterior tibial 
syndrome. As recently as 1942 Childs re- 
ported the first cases, while even now many 
mild cases pass unrecognized, owing in part 
to unfamiliarity with the problem. An in- 
herent lack of knowledge of vascular prob- 
lems of the lower extremities on the part 
of orthopedic surgeons has slowed investi- 
gation concerning the etiology. Since exer- 
cise, pain, or an intermittent claudication 
are present in all cases, treatment is di- 
rected toward improving the physiology of 
circulation and muscle metabolism. 

Anatomy 

The anterior tibial compartment is con- 
tained rather rigidly by a fascial envelope 
anteriorly, the tibia and fibula on each side, 
and a heavy interosseous membrane poster- 
iorly. The major entrance and exit of cir- 
culation is at the superior margin of the 
interosseous membrane through the _per- 
forating anterior tibial artery and veins. 
The deep peroneal nerve looping around the 
neck of the fibula provides innervation for 
the anterior tibial, extensor hallucis longus, 
extensor digitorum longus, and peroneus 
tertius muscles. The transverse crural lig- 
ament overlying the artery, veins, nerve, 
and tendons creates a bottleneck distally. 


In the anterior tibial syndrome, pain or 
a sense of spasm on exercise are always 
present. The pain is described as radiating 
bilaterally over the anterior aspect of the 
leg from the knee to the ankle. It is re- 
lieved by short periods of rest. Pulsations 
to the feet are usually strong, and there is 
no loss of hair or skin manifestations of 
peripheral vascular insufficiency. The de- 
velopment of muscle groups in the quadri- 
ceps, calf, and anterior compartment are 
well delineated. Case reports often reveal 
cases in athletes, foot soldiers, and other 
individuals engaged in vigorous endeavor. 


Treatment 

The problem of relief of pain on exer- 
cise, therefore, is a change of activity or 
surgery. Mavor'?' reports the relief of 
symptoms in a football player by decom- 
pression of the anterior tibial compartment 
using a fascial graft. This restored the 
athlete to full activity, free of pain. 


Case Report 

A 34 year old mailman was examined 
because of pain in both legs from the knee 
to the ankle. He had noticed a sensation of 
hardness in the anterior compartment for 
several years, but with the recent addition 
of a mile of hilly terrain to his daily 12- 
mile route, the pain prompted examination. 
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After four hours of walking, he would 
note the development of hardness in the 
muscles. A five-minute rest would permit 
further walking, with only a few stops dur- 
ing the remainder of his six-hour jaunt. 
Examination of the patient revealed a 
slightly overweight, well muscled individ- 
ual. Well developed muscle groups were 
noted. Hair distribution on the legs was 
normal. Good femoral, dorsalis pedis, and 
posterior tibial pulsations were present, 
and motor power was found to be normal. 
Arteriography was not performed. 

I suggested that while I investigated the 
literature pertaining to the anterior tibial 
syndrome, the patient abstain from smok- 
ing, which he managed to do for four days. 
This did not alter the picture. A cut-back 
on the mail route was then suggested. 
Seven months later the patient still notices 
a hardness developing after four hours of 
walking. After five-minute rests he con- 
tinues. His route has been shortened one 
mile of the particularly hilly terrain, en- 
abling him to remain on the job. 


Comment 


A chronic form of anterior tibial syn- 
drome is stated by Howard to be periten- 
dinitis crepitans. Pearson, Adams and 
Denny-Brown" report “shin splints’ as 
being still a milder form of the entire 
problem of muscle ischemia involving the 
anterior tibial compartment. With the in- 
crease of muscle volume associated with 
exercise in a tight compartment, the veins 
are the most vulnerable to compression. 
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The effect of venous obstruction early in a 
Volkmann’s ischemia is associated with 
local congestion or lessening of the circu- 
lation. It is felt that the anterior tibial syn- 
drome is comparable to the localized 
ischemic contracture in the hand described 
by Bunnell'*’. Fibrosis of the muscles of 
the anterior compartment can result in ad- 
vanced cases, as reported by Phalen‘’. 
The advanced cases are usually preceded 
by major injuries of this region, such as a 
fracture of the tibia and fibula. From the 
athlete, mailman, or soldier, fibrosis would 
not be anticipated in the unadulterated 
tibial compartment. 


Summary 


1. A review of anatomy, symptoms and 
treatment is presented. 


2. For illustration a case report is re- 
viewed. 

3. Proposed similarity to localized Volk- 
mann’s ischemia is discussed. 
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The wisest plan conceived by the consultant and the family doctor 
will miscarry if it has not the fullest accord of the marital] partner. An 
over-protective spouse, who continuously dissuades her husband from 
putting his hands to any kind of work, has often wrecked the considered 
advice of a physician, and for this reason it might be more important 
to treat her than the patient. On the other hand, the wife of one who 
has passed through an attack of cardiac infarction can be a powerful 
ally to a doctor in his struggle to restore the patient’s self-reliance, and 
her services should be enlisted at the start.—Evans, W.: Faults in Diag- 


nosis and Management of Cardiac Pain, Brit. M.J. 1:252 (Jan. 31) 1959. 
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Progressive Patient Care 


ROBERT R. CADMUS, M.D. 
CHAPEL HILL 


A recent issue of Life magazine contains 
a two-page advertisement concerning hos- 
pital administration. It describes hospitals 
as “fast-paced and complex.” Yet in spite 
of this complexity, hospitals, with rare ex- 
ceptions, have served patients well. 

As you know, hospitals have been in 
existence a long time. They probably ante- 
date recorded history, but they certainly 
existed in early China, Egypt, the Roman 
and the Grecian Empires, and down 
through the ages to the present day. But 
the social institution which we call the 
modern hospital is really a creature of our 
own century, during which we have wit- 
nessed the miraculous advent of the biolog- 
ical sciences. After all, Roentgen, the dis- 
coverer of x-rays, was still living when I 
was in high school, and the lives of such 
notables as Koch, Pasteur, and Lister 
crossed the span of years of many living 
today. During this slow evolutionary pro- 
cess hospitals learned to “roll with the 
punches.” Roentgen’s magical rays now 
come from machines priced at $25,000. We 
have conquered, and almost lost again, our 
war against some of Lister’s bacteria, par- 
ticularly the resilient staphylococcus. We 
have all but conquered Koch’s_§ tubercle 
bacillus. We have even learned to enjoy the 
40-hour week and the fringe benefits of in- 
dustry, and we have reluctantly surren- 
dered to the coffee break. 

But we have also learned to rethink our 
patterns of patient care in order to im- 
prove our services and keep our costs with- 
in the people’s capacity to pay. Some of 
this rethinking has been appropriately 
termed “progressive patient care.” 


Definition 

Now the word “progressive” is a bit of a 
pun. In one sense it means “marching on,” 
as one progresses from infancy to the 
“added years” about which this conference 
is concerned. Of course the other meaning 
of the word “progressive” is ‘“forward- 
looking.”’ It connotes leadership. Actually, 
“progressive patient care’ has much of 
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both meanings. Patients are moved from 
one unit of the hospital to another as their 
conditions change, and in this way they 
progress. I do not want, however, to give 
the false impression that this is any Holly- 
wood freeway. Most patients are assigned 
to and are discharged from a single unit, 
but since they receive care that is tailored 
to their particular needs, they at least ex- 
perience care under the other meaning of 
“progressive.” 

By definition, progressive patient care 
means the organization of facilities, serv- 
ices, and staff around the medical needs of 
the patient. Obviously, this definition en- 
compasses the newborns as well as the old- 
sters. According to recent Health Informa- 
tion Foundation statistics, the two groups 
at the end of the age scale—that is, chil- 
dren under 6 years of age and persons over 
65—increased their use of medical services 
by about 45 per cent during the past five 
years. Consequently, this concept is of 
pointed concern to the oldsters, since they 
need the full range of progressive patient 
care even more than does the youngster. 
This is why the subject of progressive pa- 
tient care logically comes up at this confer- 
ence. It is designed, in great measure, with 
the older patient in mind, and should be 
considered in your total planning. 


Types of Facilities 

The progression of services under the 
concept of progressive patient care in- 
volves five types of facilities. These ele- 
ments, with additional study and experi- 
mentation, may conceivably be expanded or 
contracted, but at the moment the five satis- 
factorily cover the full range of the fam- 
iliar spectrum of health facilities. 

The first facility, Intensive Care, is de- 
signed to concentrate the critically and 
seriously ill patients within a single hos- 
pital unit — regardless of diagnosis — in 
order to provide maximum professional at- 
tention. (2) Intermediate Care concen- 
trates patients who require a moderate 
amount of routine nursing care, but who 
do not present an emergency. (3) Long- 
term Care concentrates patients requiring 
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prolonged but also skilled medical and 
nursing services for diagnosis or treatment. 
(4) Self Care concerns patients who are 
relatively self-sufficient, but who still re- 
quire certain specialized services not avail- 
able in the ordinary home or community 
environment. (5) Organized Home Care 
extends hospital-type services into the 
home, so that none of. the advantages of 
institutional care are lost in a domestic 
setting. 
Intensive care 

Let us now develop each of these ele- 
ments in more detail and try to relate them 
to the problems of the older citizen. Analy- 
sis of the patient population in any hos- 
pital reveals a small percentage—in our 
institution it is about 11 per cent—who re- 
quire constant medical supervision, a high 
degree of nursing skill, an inordinate 
amount of complex and expensive equip- 
ment, and voluminous expendable supplies. 
These patients need more than a_ check 
every half-hour or every fifteen minutes, or 
even every five minutes; rather, their every 
pulse beat and breath should be monitored 
by nurses within arm’s length. These 
patients come to us following major 
heart, lung, or other operations; they come 
from homes, factories, or highways, with 
head injuries, overpowering infections, 
burns, and major internal bleeding; they 
come from nursing homes or other hos- 
pitals, or they may even be transferred to 
this unit from less critica] areas within the 
hospital itself because of their deteriorating 
clinical condition. Yet the Intensive Care 
or Special Care unit, as we like to call it, 
is a facility to get patients well; it is not 
one to comfort the incurable. Each patient 
assigned to this unit is one whom the phy- 
sician feels may survive with concentrated 
care, but who might die without it. The 
type of care has obvious advantages to the 
oldster who needs every bit of help to tip 
the balance in his favor. 
Intermediate care 

The second type of facility is concerned 
with patients who are less critically or 
seriously ill, but who still need the skilled 
medical services usually considered to be 
routine hospital care. These patients re- 
quire extensive use of both diagnostic and 
therapeutic facilities, but in the majority 
of them survival is not the immediate con- 
cern. They represent the typical hospital 
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patient as we regard him today. In the 
older patient we may be treating the acute 
phase of a disease considered to be chronic, 
or a coincidental] illness occurring in the 
course of some chronic process. An acute 
episode of decompensation in a cardiac pa- 
tient is an example of the first, and a neo- 
plasm in an arthritic patient represents the 
second. This phase is commonly a mere 
matter of days, but in a few patients it is 
prolonged and requires rehabilitation. A\l- 
though we often separate rehabilitation 
from medical treatment for the sake of em- 
phasis and to capitalize on its public ap- 
peal, rehabilitation is only an extension 
of sound therapy. They are merely different 
ends of a single spectrum. It is in the In- 
termediate Care unit that the paraplegic 
gains back his strength, that the surgical 
patient heals his wound, and that the bat- 
tle of infection is finally won. 
Long-term care 

Next let us consider the Long-term Care 
unit, in which patients requiring prolonged 
care are concentrated, and into which some 
patients from Intermediate Care area will 
normally move. As we all know, chronic or 
long-term illness does not necessarily mean 
complete disability, and therefore we must 
shade into this area a wide variety of con- 
ditions. Yet we must fall back on certain 
arbitrary definitions or classification of fa- 
cilities to identify this group of patients. 
Basically, care of the long-term patient, 
whether in the hospital or a skilled nursing 
home, is much the same, and the type of 
care is amply described in the literature. 
These patients have some degree of infirm- 
ity which requires 24-hour nursing care 
under medical supervision. They may have 
suffered a stroke; they may be bed-fast or 
chair-fast; they may be under a rigid med- 
ical regimen or need considerable care in 
the daily acts of living. Here the slow pro- 
cesses of rehabilitation are further em- 
ployed in order to regain optimum function 
in any given situation. We are excluding 
here those older citizens who need only 
personal care and homelike services. 
Self-care 

Next we have the Self-care unit. Here we 
concentrate ambulatory patients who do not 
require continuous medical attention or 
skilled nursing over prolonged periods. Yet 
this is not merely a motel-type of accom- 
modation. It provides a medical environ- 
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ment, complete with diagnosis and therapy, 
but one in which the patient can contribute 
to his own care to the best of his ability. 
We do not include in this category individ- 
uals who can be treated in the physician’s 
office or a hospital outpatient department. 
Here patients live in a relatively normal 
social environment, go to their therapeutic 
or diagnostic sessions, receive the indi- 
cated care, yet are not confined to bed in 
the usual “short, split, open-in-the-back 
jacket.” 

Home care 

And finally, since the term ‘“‘hospital’’ no 
longer means merely the four brick walls 
of a building but rather the organizational 
structure of a community health center, it 
is natural that we extend its services into 
a program of home care, This program en- 
ables patients to live at home under the 
supervision of the medical staff and to re- 
ceive skilled nursing, social service, phy- 
sical therapy, homemaking aids, and other 
ancillary services as needed. Patients are 
seen on a definite schedule, and their home 
environment is so altered as to provide 
maximum medical benefits, on the one 
hand, and the least dislocation of the fam- 
ily unit, on the other. 

I do not want to leave the impression 
that every hospital must have five separate 
wings with five neatly printed signs over 
five doors, each serving a special mission. 
Rather there is a flow of patients—often in 
both directions—placing them in the facil- 
ities, within or without the building, which 
will give each the maximum benefit at the 
least possible cost. Flexibility in placement 
is not lost; rather it is enhanced. 

Problems Calling for Further Study 

Many features of progressive care, how- 
ever, are still experimental. One problem 
which deserves further study is the elderly 
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patient’s apparent difficulty in making ad- 
justments, which by the “progressive” na- 
ture of this concept he is on occasion re- 
quired to do. The problem of integrating 
the educational programs of nurses, med- 
ical students, and other health workers 
into this concept is still unsettled. The real 
impact upon costs— whether the plan 
raises, lowers, or has no effect—is another 
area for study. Will this concept really 
change hospital design? Do all hospitals 
need all phases of this program or can good 
hospitals continue to perform effective com- 
munity service under more traditional pat- 
terns? And finally, will mortality and mor- 
bidity statistics really be improved, since 
no health concept which does not material- 
ly register improvement by these yard- 
sticks can be called progressive? There- 
fore, I must report that progressive pa- 
tient care is still experimental, but it has 
made a dramatic entrance and has a poten- 
tial that is well worth watching. 

Even now one may wonder why this pre- 
sentation was slipped into your program. I 
hope that it has not only acquainted you 
with the technicalities and opportunities 
of progressive patient care, but has also 
instilled in you an abiding confidence in 
hospitals. The country over, they are con- 
stantly undergoing an agonizing re-apprais- 
al in order to meet the challenge of all age 
brackets of our expanding nation. I trust 
that hospital people will be found among 
the leaders in the search for more ade- 
quate treatment for the group in which you 
are particularly interested today. We in 
hospitals have “rolled with the punch’”’ in 
the past; and with your help, understand- 
ing, and tolerance we will “roll with the 
punch” in the future. This dedication will 
certainly bring progressive patient care to 
those who have reached the added years. 


During the patient’s sojourn in the hospital, when he resigns to rest 
and to soliloquy, the words he hears matter more to him than the dedi- 
cated administration of medicine and nursing. In this illness, as in many 
others, words are more telling than deeds. In this context words are 
deeds. At this juncture the physician, therefore, should grasp the op- 
portunity to disengage himself from the subdued musing, so much a fea- 
ture of medical] consultations in the ward, to speak purposefully at the 
head and not at the foot of the sick-bed.—Evans, W.: Faults in Diag- 
nosis and Management of Cardiac Pain, Brit. M.J. 1:252 (Jan. 3) 1959. 
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Health Insurance and the Practice of Medicine 


JACK E. MOHR, M.D. 
LUMBERTON 


As we have indicated in a _ previous 
article’, voluntary health insurance and 
the private practice of medicine are neces- 
sary to each other. Medicine today can ef- 
fect cures and prolong life to an extent im- 
possible only a few years ago, but the 
scientific developments which have made 
modern care possible have also made it ex- 
pensive. While this expense is well worth 
while when lives are at stake, there are 
few people who can pay for the more ex- 
pensive medical services out of their own 
resources at the time the services are re- 
ceived. Hence some method of spreading 
the costs of medical care, over time and 
among persons, is imperative. This article 
will describe the health insurance provided 
by insurance companies to meet this need 
and will also discuss some of the ways in 
which the cooperation of doctors is needed 
in order that it may fulfill its purpose. 


Types of Insurance 


Il] health creates many financial] needs. 
It may involve a greater or lesser period 
without earned income. It is likely to in- 
volve extra expenses ranging from a few 
dollars for a visit to a doctor and a moder- 
ate supply of some of the more common and 
less expensive drugs, to thousands of dol- 
lars for hospital care, surgery, extensive 
non-surgical treatment by medical] special- 
ists, care by private nurses and other para- 
medical personnel, and expensive drugs 
and equipment. Many competing insurers 
provide benefits to meet these needs. 


Loss-of-income protection 

Since the middle of the nineteenth cen- 
tury insurance companies have been offer- 
ing individual policies providing periodic 
cash benefits in replacement of lost earn- 
ings if the insured person is unable to work 
because of illness or injury. For the past 
thirty years they have been offering the 
same protection through group policies. 

Income benefits usually begin a week or 
two after the onset of the disability, but 
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waiting periods of a month or more are not 
uncommon. The use of waiting periods 
greatly reduces the cost of insurance by 
eliminating entirely the many short dis- 
abilities which do not ordinarily cause the 
insured a severe economic hardship, but 
for which benefits would otherwise be pay- 
able. Waiting periods in individual loss-of- 
income insurance, particularly those of 
longer duration, also permit the dovetailing 
of the benefits with other income _ protec- 
tion or with salary continuance programs. 
In both group and individual insurance, the 
waiting period may apply only to disability 
resulting from illness, with immediate 
benefits for disability caused by accident; 
or the waiting period for accident benefits 
may be shorter than that for illness bene- 
fits. 

The duration of income protection bene- 
fits varies greatly, and again there may be 
a difference between accident and _ illness 
benefits. Lifetime benefits during disability 
caused by accident are not uncommon. The 
most common group policies provide bene- 
fit durations of 26 weeks or one year for 
both accident and illness, while individual 
policies are more likely to provide benefit 
durations of two to five years for illness 
and longer for accident. In all types of 
loss-of-income protection, a reasonable re- 
lationship between benefits and normal 
earnings must be maintained. Obviously, 
loss-of-income benefits can ordinarily be 
provided only for gainfully-occupied per- 
sons. 


Medical insurance 

In addition to losing income because of 
disability, a sick or injured person incurs 
extra expenses. Thus it is important for 
people to have insurance against these 
costs, both for themselves and for their de- 
pendents. 

Hospital expense policies generally pro- 
vide a daily benefit for room and board 
and general nursing services during hos- 
pital confinement, and an additional bene- 
fit for other hospital charges. Until the re- 
cent development of Major Medical Ex- 
pense Insurance, the tendency was to in- 
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crease the duration and the benefits both 
for room and board and other expenses. 

Surgical expense insurance provides for 
the payment of benefits in the event of 
surgical or obstetric procedures, in accord- 
ance with a fee schedule which lists max- 
imum reimbursement for specified opera- 
tions. For unlisted operations, amounts con- 
sistent with those for listed procedures are 
usually provided. 


Regular medical expense insurance pro- 
vides rather limited benefits for home, of- 
fice, or hospital calls, usually providing 
benefits for hospital calls only. X-ray and 
laboratory benefits may also be purchased 
as a supplement to other benefits to provide 
reimbursement toward the cost of diagnos- 
tic services performed outside of the hos- 
pital. 

The benefits provided are not necessarily 
expected to reimburse a person in moderate 
circumstances for the full cost of hospitali- 
zation or surgery. More often, they are de- 
liberately set at something less than a full- 
payment level, so that the patient retains a 
financial interest in his treatment. In either 
case, the benefits may be assigned to the 
doctor or hospital rendering the service, if 
the insured person so desires. 


Major medical expense insurance 


The latest advance in the health insur- 
ance offered by insurance companies has 
been the development of major medical ex- 
pense insurance. This type of policy goes 
beyond the customary hospital, surgical, 
and regular medical expense insurance and 
provides financial protection against lengthy 
and expensive hospital stays, extensive 
nursing and medication in or out of the 
hospital, complicated surgery, or costly 
treatment by non-surgical specialists. It 
pays for both hospital and medical services 
without attempting to say which is which. 
Coverage is so broad, in most cases, that 
the cost of treatments not yet thought of 
will automatically be included within the 
policy. Occasionally internal limits will be 
found—for example, no more than a speci- 
fied daily amount for a private room in a 
hospital—but usually the only limit on in- 
dividual items is that they be “reasonable 
charges for necessary services.”” There is 
no financial pressure for the patient to de- 
mand or the doctor to prescribe one form 
of treatment rather than another. 
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A deductible provision eliminates small 
claims and also the disproportionate ad- 
ministrative expense associated with them. 
It takes substantially as many claim forms, 
filled out by the physician and reviewed by 
the company, to process small claims as 
large ones. Although these small claims 
represent a large element of cost in the 
aggregate, minor bills can be readily taken 
care of by the insured and should be pro- 
vided for by budgeting rather than through 
insurance. 


A co-insurance clause gives the patient a 
direct financial interest in each dollar of 
medical or hospital care ordered for him. 
Financial worries can contribute to illness 
and retard recovery; on the other hand, if 
treatment is available without some ex- 
pense, a person can be encouraged to seek 
unnecessary treatment or to prolong the 
treatment. It is undesirable that lack of 
money should prevent proper treatment. 
But unnecessary treatment for many peo- 
ple, because they have insurance, will in- 
crease the cost of the insurance, possibly to 
the point that it would be a heavy burden 
for people to buy it. Companies have tried 
to solve this dilemma by requiring the pa- 
tient to pay from his own funds not only 
the deductible portion of the cost but also 
a percentage of each additional dollar spent 
for his medical care. Generally the insur- 
ance company’s share above the deductible 
portion is limited to 75 to 80 per cent of the 
expenses, with the patient paying the re- 
maining 25 or 20 per cent. 

The latest development in major med- 
ical expense insurance is the introduction 
and growth of comprehensive insurance. 
Major medical expense insurance was 
originally thought of as taking over costs 
subject to deductible and _ co-insurance, 
after benefits under a hospital and surgi- 
cal plan paying from the first expense 
dollars were exhausted. In comprehensive 
major medical insurance first dollar hos- 
pital and surgical benefits are replaced by 
major medical benefits which start paying 
a percentage of costs after a deductible 
portion. The deductible, often expressed as 
a percentage of the employee’s wages 
rather than as a specified sum of money, is 
sometimes as low as $25. While there is 
sometimes difficulty in introducing such a 
plan to a group which has been accustomed 
to first-dollar benefits, employees general- 
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ly are not slow to realize the advantages 
of the greater protection afforded by this 
type of plan. 


Group and Individual Insurance 


The greater part of the health insurance 
issued by insurance companies is sold on a 
group basis. The policy is usually issued to 
an employer, trustee, association, or union 
—which is designated the policyholder— 
with individual certificates usually given to 
the individuals in the group covered by the 
master policy. There are various arrange- 
ments for sharing the cost between the 
policyholder and the individuals, ranging 
from the entire cost being met by the em- 
ployer or other policyholder to the entire 
cost being met by the individuals, but gen- 
erally the policyholder pays part of the 
cost. Any contribution from employees to 
the cost is, in most cases, deducted from the 
employee’s wages. 


Group insurance has the advantage of 
economy in selling and in administrative 
costs. Naturally it costs less to sell insur- 
ance to a large number of people at once 
than to sell it to them one by one. Then, too, 
it can reasonably be assumed that these 
people who are joined together by condi- 
tions of employment or some other common 
interest apart from insurance are, on the 
average, in general good health. In selling 
insurance to individuals, on the other hand, 
we find a natural tendency for people al- 
ready in poor health to seek insurance 
while people in excellent health are inclined 
to put off its purchase. 


This tendency, which is called anteselec- 
tion, has to be countered by careful under- 
writing. Individual insurance usually con- 
tains stricter provisions concerning pre- 
existing conditions and waiting periods and 
more exclusions of specified conditions than 
does group insurance. Special provisions, 
such as higher premiums or additional ex- 
clusions, are often offered to applicants 
whose individual prospects of suffering a 
joss insured against are appreciably greater 
than that which the standard premium 
rate was designed to cover. Other than 
this, the benefits available under individual 
insurance are similar to those under group 
insurance, but a greater range of benefits 
—both higher and lower—is offered under 
individual insurance. 
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Group policies can be tailored to the 
needs of a particular group in a way that 
is not possible when only one plan of pro- 
tection is offered to an entire community. 
They cannot, however, be adjusted to in- 
dividual needs as effectively as individual 
needs as effectively as individual policies 
can. While individual policies cost more 
than the same protection under group in- 
surance, because of the greater cost of sell- 
ing and also the greater risk of loss, the 
higher price is often worth while to those 
not eligible for group insurance or those 
who desire additional protection. 


Effects of Health Insurance 


Health insurance, whether provided on a 
group or on an individual basis, creates 
certain problems for the doctor. Among 
other things, insurance can cause patients 
to demand certain types of treatment 
rather than others, or to ask for unneces- 
sary treatment. It raises a question con- 
cerning our fees, and it requires us to fill 
out claim forms. The doctor’s cooperation 
is needed if health insurance is to serve its 
purpose. 


Treatment 


If insurance benefits are available when 
a certain procedure is performed in the hos- 
pital, but not when it is performed in the 
doctor’s office, there will be a natural ten- 
dency by a patient to seek hospitalization, 
whether medically indicated or not. This is 
a pressure, which we as physicians must 
resist. We must ask: “Does the patient 
need this procedure? Is this a prudent (not 
wasteful) course of action?’; not, “Does 
insurance cover it?” 

Insurance companies do not wish to in- 
terfere with the doctor’s professional judg- 
ment. It is the great advantage of major 
medical insurance, and particularly of com- 
prehensive medical insurance, that it does 
not interfere. The determination of the 
course of treatment is left where it belongs, 
in our hands, not in the terms of the policy. 

A similar pressure is the demand for un- 
necessary treatment—‘“Because it doesn’t 
cost me anything, doctor.” An extra day or 
two in the hospital, a few extra laboratory 
tests, a few unnecessary calls on the doctor, 
taking him away, perhaps, from patients 
who need him more—no, it doesn’t cost this 
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~ The miracle behind miracles is that 


: a in nature there is no surrender. 


In the path of any purposeful effort, 
there are obstacles that must be ex- 
pected and overcome. For example, 
Blue Shield and the doctors who 
support it have not been without 
their share of problems in planning 
a program for care of the aged. 
Yet there has been no thought of 
giving up, for much has already 
been accomplished. As one doctor 
sums it up: “Blue Shield Plans al- 
ready cover people over 65 in the 
same proportion as they exist in the 
population at large-and member- 
ship is growing at a faster rate in 


this age group!” gy SHIELD. 
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meprobamate with PATHILON® tridihexethy! chloride Lederle 


aj greater flexibility in the contro/ of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 


F ated therapeutic agents: 

‘ meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 

: robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 

ff Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 

2 tablets at bedtime. 

PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 

and 2 tablets at bedtime. 


Adjust to patient response. 


Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Concerning Your Health and Your Income 


A special report to members of the Medical Society of 
the State of North Carolina 
on the progress of the Society’s 
Special Group Accident and Health Plan 
in effect since 1940 


PROUDLY WE REPORT 1959 


AS OUR MOST SUCCESSFUL YEAR IN SERVING YOUR SOCIETY. 


During the year we introduced a NEW and challenging form of disability protec- 
tion. There has been overwhelming response on the part of the membership. 


Participation in this Group Plan continues to grow at a fantastic rate. 


1960 


is our 20th year of service to the Society. It is our aim to continue to lead the field in pro- 
viding Society members with disability protection and claim services as modern as tomor- 
row 


SPECIAL FEATURES ARE: 


1. Up toa possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under age 55, and in good 
health, are eligible to apply for the new and extensive protection against sickness and ac- 
cident. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for 
$20.00 daily hospital benefit — Premium $20.00 semi-annually. 


Write, or call us collect (Durham 2-5497) for assistance or information. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


COST UNTIL AGE 35 COST FOR AGES 35 TO 70 


Accidental Death * Dismemberment 
Coverage Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
or Hearing Sickness Benefits Premium Premium Premium Premium 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 


5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 
*Amount payable depends upon the nature of the loss as set forth in the policy. 


Administered by 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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particular patient anything at the moment, 
but it may cost him and all other insured 
patients something the next time premiums 
are calculated for his group. (Under group 
plans, experience is reviewed annually to 
determine the premium rates.) 


Fees for insured patients 


The doctor’s cooperation is also needed in 
the matter of fees. Health insurance does 
affect our income; it is easier to collect our 
fees, and some people who would otherwise 
be charity patients are able to pay. It must 
be remembered, however, that health insur- 
ance does not create new money. It simply 
means that everyone pays the average cost 
of medical care, instead of most people pay- 
ing much less than the average and a few 
people paying—or failing to pay—much 
more. 


As a practical matter, doctors must have 
some method of determining their fees. We 
base our charges on the current rates in 
the community or perhaps on a list of usual 
fees or relative values published by med- 
ical societies. Even though we may make 
adjustments in individual cases, we have 
to have a starting point. The criteria a 
doctor uses for raising or reducing his fees 
are, in general, up to him. We must not, 
however, let our fees be influenced by the 
presence of insurance. 


Claim forms 


In order to collect the benefits of any in- 
surance policy, the insured person must 
supply proof that the event insured against 
has occurred. In the case of health insur- 
ance, a doctor’s statement is usually an in- 
dispensable part of this proof. As a service 
to their policyholders, insurance companies 
supply forms, indicating specifically what 
information is needed, on which this infor- 
mation may be recorded. 


With several hundred companies provid- 
ing some form of health insurance, it is 
hardly surprising that many different ideas 
arose as to the information needed and the 
best way to ask for it. Eventually, however, 
the insurance industry realized that this 
multiplicity of claim forms created an un- 
due burden on the busy physician. The 
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Health Insurance Council’s Uniform Forms 
Program was established to relieve this 
burden. Companies writing some 80 to 90 
per cent of the total business now partici- 
pate in the program. (The Health Insur- 
ance Council forms are required in North 
Carolina under a regulation issued by the 
Insurance Commission. ) 


Because the requirements of the compan- 
ies, and of the different policies, vary so 
greatly, it was found impracticable to have 
all companies use exactly the same forms. 
Instead, a list of standard questions was 
developed, and companies are asked to use 
these questions and no others, in the order 
in which they appear on the standard list, 
but with the option of omitting questions 
or phrases which are inapplicable to the 
particular policy. 


The questions are those necessary to es- 
tablish the identity of the patient as a per- 
son insured by the policy, to show that his 
condition and treatment are covered by the 
terms of the policy, and to determine the 
amount of benefits due. Forms used in con- 
junction with cost-of-treatment insurance 
often contain an assignment of benefits, but 
of course as assignment is not used with 
statements in support of loss-of-income 
claims. 


A more detailed description of the 
Health Insurance Council claim forms will 
be found in the booklet'*’ recently distri- 
buted to all members of the Medical Society 
of the State of North Carolina. 


Summary 


The present article has described the 
types of insurance available from insurance 
companies to meet the various medico- 
financial needs of the public, and has dis- 
cussed some of the problems health insur- 
ance creates for the doctor. A future article 
will discuss the purposes and principles of 
health insurance and its effects on medical 
practice and medical economics as a whole. 
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JUNE, 1960 


ONE HUNDRED SIXTH 
ANNUAL SESSION 

For the first time since 1943 the Medical 
Society of the State of North Carolina held 
its annual session in Raleigh. The Sir 
Walter Hotel was headquarters for the So- 
ciety and for the Women’s Auxiliary, but 
the meetings of the House of Delegates, 
registration desk, and technical and scien- 
tific exhibits were located in the Reynolds 
Coliseum on the State College Campus. The 
Section Meetings on Tuesday and Wednes- 
day afternoons and the alumni luncheons 
were held in various buildings on the State 
College Campus. The President’s Dinner 
on Tuesday night was held in the College 
Union, but the President’s Ball was in the 
Coliseum. 

The Wake County Medical Society were 
most hospitable hosts, but the widely scat- 
tered meeting places probably discouraged 
many from attending the meeting. Seven 
hundred and sixty-four members were re- 
gistered, which was only slightly more than 
the 736 present in 1943. 
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The Executive Council met on Saturday 
afternoon and Sunday morning. The House 
of Delegates had an all-day session Monday 
from 10:00 A.M. until 5:00 P.M. Only a few 
of the principal actions of the Council and 
Delegates will be given here. 


The House voted to rescind its action re- 
quiring the payment of dues from those 
who have been members of the Society for 
30 years but who are not yet 70 years old. 
From now on those members who have at- 
tained the aged of 70 years and have been 
members of the Society for 20 consecutive 
years shall be considered life-members and 
relieved of paying dues. The “30-year mem- 
bers”, however, who have already been 
given citations as life-members will not be 
required to pay dues but will not be dis- 
couraged if they want to do so on a volun- 
tary basis. It was felt that this loss of re- 
venue would be justified by the better pub- 
lic relations established. 


Dr. Wayne Benton, chairman of the 
Finance Committee, reported that the So- 
ciety this year had a surplus. 


Dr. Hubert Poteat, who reported for the 
Nominating Committee, asked that district 
councilors be requested to canvass their 
districts and offer suggestions for the So- 
ciety’s officers during the coming year. 
Each councilor is expected to write a letter 
stating whether or not he has any names 
to offer. 


A resolution by Dr. Amos Johnson that 
General Sessions programs be planned with 
a view to offering the widest possible ap- 
peal to members in attendance was unan- 
imously adopted. 


The most controversial subject was the 
resolution from the  Lenoir-Jones-Green 
component society to limit the tenure of 
councilors to two consecutive terms and to 
stagger the terms of those in office. Al- 
though this resolution was rejected by the 
Executive Council and by the Committee 
on Constitution and By-Laws, it was evi- 
dent that many were in favor of it. A mo- 
tion to table the resolution, however, was 
defeated by a vote of 55 to 48. 


One of the high lights of the House of 
Delegates Meeting was the address of Mrs. 
Robert Garrard, President of the Women’s 
Auxiliary. She was given a standing ova- 
tion when she finished speaking. 
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Dr. W. A. Sams, of Marshall, veteran 
councilor and an active member of the 
American Academy of General Practice, 
was elected General Practitioner of the 
Year by a clear majority on the first ballot. 


A well deserved token of appreciation in 
the form of a handsome wrist-watch, a gift 
from the Society, was given our Executive 
Secretary, Jim Barnes. Jim was deeply 
touched by this tribute. 


The Memorial Service Sunday night was 
again presided over by Dr. Charles Pugh. 
The Rex Hospital Nurses Choir furnished 
music, and Rey. James G. Huggin, Pastor 
of the First Methodist Church, of Gastonia, 
delivered an excellent address on Resurrec- 
tion and Immortality. 

Notable features of the first General Ses- 
sion were addresses by Senator Sam J. Er- 
vin, Jr.. and Dr. Leonard Larson, Chair- 
man of the A.M.A. Board of Trustees. 
Senator Ervin declared emphatically that 
he was opposed to the Forand type of legis- 
lation. Dr. Larson’s address on the “Socio- 
economic Aspects of Medical Practice’ was 
devoted chiefly to a description of the 
American Medical Association and the way 


it functions. It is generally understood that 
Dr. Larson will be the next president-elect 


of the American Medical Association. 
President John Reece’s farewell address 
suffered not at all in comparison with those 
of our visiting speakers. It appears in this 
issue of the JOURNAL and is well worth 
reading, even by those who heard it. 

Dr. Louis M. Orr, President of the 
American Medical Association, was the 
principal speaker at the President’s Din- 
ner. Dr. Orr is a superb speaker, and his 
address, which was devoted chiefly to the 
crisis facing us because of proposed legis- 
lation in Congress, impressed everyone. Dr. 
J. P. Rousseau presented the President’s 
Jewel to Dr. Reece in a brief but eloquent 
address. After this Dr. Reece administered 
the Oath of Office to the President-Elect, 
Dr. Amos Johnson. Dr. Johnson did not 
have a prepared address, but his extempor- 
aneous speech was deeply moving. He paid 
a beautiful tribute to his wife, who he said 
had practiced medicine with him for 25 
years, 

Mr. Billy Joe Patton, of Morganton— 
who is Dr. Leonard Larson’s son-in-law— 
was toastmaster. He introduced the parti- 
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cipants with humor enough to make it in- 
teresting. 

It is a welcome change from the former 
custom to have the Nominating Committee 
bring in its report during the first Session 
of the House of Delegates. Dr. Claude B. 
Squires, of Charlotte, is the President- 
Elect. Other officers elected were Dr. T. S. 
Raiford of Asheville, first vice-president; 
and Dr. C. T. Wilkinson of Wake Forest, 
second vice-president. Dr. Donald Koonce 
of Wilmington was re-elected speaker of 
the House of Delegates, and Dr. E. W. 
Schoenheit of Asheville was re-elected vice- 
speaker. All these choices met with hearty 
approval. 

Dr. Roussau voiced the general senti- 
ment when he said that while Dr. Reece 
has been one of our youngest presidents, 
he has also been one of the best. With Dr. 
Amos Johnson, his successor for next year, 
and with Dr. Claude Squires, the presi- 
dent-elect, the Medical Society of the State 
of North Carolina is in good hands for the 
next two vears at least. 


* 


EDITORIAL NOTES 


Two criticisms of the meeting, both of 
which are really constructive, were heard. 
One was that the luncheons for the three 
state medical schools should be scheduled 
for the same day. A great many doctors in 
the state got the first two years of their 
medical training at the University of 
North Carolina or at Wake Forest and 
their degrees from some other schools, par- 
ticularly Jefferson, the University of Penn- 
sylvania, and the University of Maryland. 
The Jefferson luncheon on Tuesday was in 
conflict with that of the University of 
North Carolina Medical Alumni, together 
with the Academy of General Practice and 
the Society of Internal Medicine luncheons. 
Although Jefferson has a large group of 
alumni in the state, the attendance at the 
luncheon was pitifully small. 

Another criticism was that the drawing 
for attendance prizes took entirely too 
much time. Although the drawing was 
scheduled for 12:40 it was almost 2:00 
P.M. before it was over. Many made the 
suggestion that there should be fewer 
prizes offered and that the drawing be 
speeded up as much as possible. 
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Donald Koonce proved himself a worthy 
successor of Roscoe McMillan and West- 
brook Murphy as Speaker of the House of 
Delegates. He said in the beginning that 
the mistakes he made last year were made 
from ignorance but that those made this 
year would be from stupidity. No one can 
accuse him of having been stupid. 

After the death of Dr. Hubert Royster 
last year, the vacancy left on the editorial 
board of the JOURNAL was filled by the se- 
lection of Dr. Charles W. Styron of Ra- 
leigh. This year the terms of Drs. Ernest 
Ferguson, Wingate Johnson, and West- 
brook Murphy expired. All three of these 
were re-elected. Dr. Louis L. Klostermyer 
of Asheville was elected a trustee of the 
Hospital Saving Association and Dr. AI- 
fred Hamilton of Raleigh was _ re-elected 
to the Board of the Hospital Care Associa- 
tion. 


The only question mark offered by the 
Committee to report on President John 
Reece’s addresses concerned his suggestion 
that the Society should seriously consider 
having an interim meeting. The Committee 
felt that there were so many medical meet- 
ings already that it would be unwise to add 
another to the list. The Committee did, 
however, commend the Committee Conclave 
held at Pinehurst last December. 

It was evident throughout this meeting 
—as in the meetings held in Asheville— 
that there is a nostalgic longing for Pine- 
hurst. The fact that for some years the at- 
tendence at Pinehurst had been in the 
neighborhood of a thousand, or even more, 
is proof that it is a popular place to meet. 
It is unfortunate that our Northern friends 
who contro] the policy of the Carolina 
Hotel are adamant in their opposition to 
allowing Negroes to enter its lobby. Let us 
hope that some day a satisfactory arrange- 
ment permitting us to go back to Pinehurst 
may be worked out. 


* a 


One of the most interesting features of 
the session was the address given before 
the Second General Session by Lieut. Com- 
mander Richard T. Arnest, “Life Aboard 
a Nuclear-Powered Submarine.” Lieut. 
Commander Arnest gave fascinating side- 
lights on the many factors needed to en- 
sure the success of a long submarine cruise. 
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The men selected must have excellent phy- 
sical and psychologic qualifications. A great 
deal of thought was devoted to the pre- 
vention of boredom while on the cruise. 
This included careful selection of all means 
of entertainment and of both the food and 
the cook—since eating was one of the 
principal ways of passing time. Meticulous 
care had to be devoted to protection from 
radiation, also to good water supply and 
the right sort of air for breathing pur- 
poses. Although his address came toward 
the end of the morning, the speaker was 
given close attention. It is hoped that the 
address will be published in a future issue 
of this JOURNAL. 


MEDICAL MINDS MEET IN MOSCOW 


In marked contrast to the tragic failure 
of the summit conference in Paris was a 
series of conferences going on at the same 
time in Moscow between American and 
Russian scientists. 

The National Foundation News Letter 
for May 23 summarizes the report of Dr. 
Theodore Boyd, the Foundation’s chief of 
virology and epidemiology, and Dr. John 
Fox, chief of the division of epidemiology 
of the New York City Public Health Re- 
search Institute and a member of the Foun- 
dation’s Advisory Committee on Virus Vac- 
cine. 

The occasion for this meeting of medical 
minds was to compare notes on the Sabin 
live virus vaecine which, according to Dr. 
Boyd, “was given to 15 million Soviet citi- 
zens last vear. It has now been fed to more 
than 60 million there and is currently be- 
ing manufactured in the U.S.S.R. at the 
rate of several million doses a week.” 

“In this country, the Sabin vaccine is 
still an experimental vaccine,” he said. “In 
Russia it is no longer on trial. It is their 
polio vaccine of choice, officially accepted 
for use in an all-out immunization pro- 
gram.” 

The live virus vaccine is now such a live 
subject (no pun intended), and the cordial 
relations between the scientists of both 
countries so noteworthy, that the joint 
statement of Drs. Boyd and Fox is quoted 
from the National Foundation News let- 
ter. 

“The combination of informal visits to 
Russian polio research laboratries in Mos- 
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cow (May 6-11), official bilateral] talks be- 
tween Russian and American authorities 
(May 12-16), and an international sym- 
posium (May 17-20), all on live-virus vac- 
cines, provided an extraordinary opportun- 
ity for sharing of information and _ pro- 
duced a mass of scientific data. At the sym- 
posium alone, 68 papers and 25 short re- 
ports were presented, including eight pa- 
pers and three reports from the United 
States. 


The experimental oral polio vaccines 
developed by Dr. Hilary Koprowski, now 
of the Wistar Institute, and Dr. Herald R. 
Cox of Lederle Laboratories, as well as the 
March-of-Dimes-developed Sabin vaccine 
were discussed. Because the Sabin vaccine 
has been the most widely used, the bulk of 
the talks concerned experience with it. 


“Our official report to The National 
Foundation, which sent us to Moscow as 
participants and observers, will note the 
following points which we consider to be 
particularly significant. 


“1. Safety. The Russians are completely 
convinced of the safety of the Sabin ex- 
perimental vaccine. In the course of giving 
it to so many millions of Soviet citizens, 
there were bound to be some cases of polio 
occurring in vaccinated persons who were 
infected with natural poliovirus before the 
vaccine could protect them. When this hap- 
pens, the question must always be asked, 
could the vaccine have caused the polio? 
It is a difficult question to answer. In what 
we were able to see in the Moscow area, 
we were impressed by evidence of good 
Russian laboratory procedures used in try- 
ing to rule out the vaccine as the cause 
when such cases occured, but they have by 
no means solved the problem yet. 

“2. Effectiveness and administration. 
Guarantee of effectiveness of live-virus 
polio vaccines is still a problem. A reduc- 
tion in reported polio in one season after 
mass use of the vaccine—which occurred 
in some areas of the U.S.S.R. in 1959—is 
not sufficient proof of effectiveness because 
incidence of polio varies unpredictably 
from year to year. Finding that polio anti- 
bodies appear in the blood stream of an in- 
dividual after vaccination is presumptive 
evidence that the person has been immun- 
ized by the vaccine. But this requires a 
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laboratory procedure not practical on a 
mass scale. And the trouble is, live-virus 
polio vaccines do not always ‘take.’ Some 
Russian reports show they get the most 
‘takes’ in the most people by feeding the 
vaccine on a four-dose basis. Vaccine con- 
taining each of the three types of polio- 
virus is given in separate doses a month to 
six weeks apart, followed later by a fourth 
dose containing a mixture of all three 
types. They report they do not get as good 
a record of ‘takes’ when they give just a 
single dose of a three-types-in-one mixture. 


“3. Manufacture. We were impressed by 
what we learned of mass production of the 
Sabin vaccine in the Soviet Union. The 
Russians have produced their vaccine from 
‘seed’ strains originally supplied by Dr. 
Sabin. Today, in his Moscow Institute 
laboratories, Prof. Chumakoy is making 
Sabin vaccine at the rate of several mil- 
lion doses a week and believes he can 
double present output without difficulty. It 
is being manufactured both as a liquid to 
be fed in teaspoons of cherry syrup and in 
the form of candy balls. Details of vaccine 
production methods, safety tests and po- 
tency tests were made available to U.S. 
Government Officials. 


“4, Use. Present plans in the U.S.S.R. 
call for completion of vaccination of the 
two-months to 20-year age group (esti- 
mated at 80,000,000) by the end of this 
year. The persistence of antibody response 
is not yet known. Until this has been es- 
tablished, by observation in selected con- 
tro] areas, the general population will re- 
ceive periodic revaccination. A speaker 
from Red China reported at the symposium 
that it has set up its own laboratories for 
making Sabin vaccine, has already given it 
to 4 million and plans to immunize its pre- 
school population estimated at 100 million. 


“In the United States, where we are al- 
ready immunized against paralytic polio 
by Salk vaccine, the problems are some- 
what different from those in Europe and 
other countries. It is still the business of 
each country to decide for itself about pro- 
duction and use of biologic products. The 
Moscow meetings were profitable and 
should provide useful information to those 
charged with deciding if a live-virus polio 
vaccine should be used in this country.” 
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Clincopathologic 
Conference 


Bowman Gray School of Medicine of 
Wake Forest College 


EMERY C. MILLER, M.D. 
and 
ROBERT W. PRICHARD, M.D. 

A 52 year old white male brass worker 
was admitted to the hospital because of 
fever, cough, hemoptysis, hoarseness, and 
general aching of one week’s duration. Dur- 
ing this time he had received penicillin 
parenterally and orally without benefit. 

Six months before admission a_ radio- 
graphic diagnosis of duodenal ulcer had been 
made, and two month before entry a bout 
of epigastric pain had been followed in two 
or three days by tarry stools. Easy fatigue 
followed this bout of melena. 

Physical examination: The patient was a 
well developed, well nourished, acutely ill 
male who was alert and cooperative. The 
blood pressure was 140 systolic, 80 diastol- 
ic, pulse 88, temperature 102 F., and res- 
piration 16. The buccal mucosa and the 
turbinates were hyperemic and _ hemor- 
rhagic. There was questionable tenderness 
of the thyroid, but no nodules or enlarge- 
ment were noted. The trachea was in the 
mid-line. Chest expansion was equal and 
adequate; fine respiratory rales were heard 
anteriorly and posteriorly over the left 
lower and right upper lobes. The cardiac 
examination was within normal limits. No 
abdominal masses or organs were felt, al- 
though moderate periumbilical tenderness 
was noted. The left testicle was missing. 
The remainder of the examination was 
within normal limits. 

Laboratory findings: The hemoglobin 
ranged between 9 and 11 Gm., and the 
white blood cell count between 6,000 and 
12,000, usually with a shift to the left. 
Urinalysis: the specific gravity never ex- 
ceeded 1.006, and persistent 2 plus pro- 
teinuria was observed. Sugar and acetone 
were negative, but 10 to 15 red cells and a 
few white cells and casts were found per- 
sistently. The blood urea nitrogen rose dur- 
ing hospitalization from 25 mg. per 100 cc. 
The serum sodium ranged from 133 to 138, 
serum potassium from 4.1 to 5.3; the car- 
bon dioxide was 27.9 and chloride 94 mEq. 
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per liter. Heterophile, cold, and febrile ag- 
glutination studies were all negative, as 
were blood and urine cultures. The anti- 
streptolysin O titer was 50 units, and the 
C-reactive protein was strongly positive. A 
sputum culture on admission showed nor- 
mal flora, together with a few beta hemoly- 
tic streptococci. A repeat culture on the 
seventh hospital day following extensive 
antibiotic therapy showed mixed gram- 
negative flora. Sputum on the ninth day 
was reported as positive for malignant 
epithelial tumor cells. All cultures and 
smears for acid-fast bacilli were negative. 
A roentgenogram of the chest showed a 
poorly circumscribed infiltrative density in 
the periphery of the right upper lobe. 

Hospital course: The patient was placed 
on an ulcer regimen on admission and was 
also started on chloramphenicol, 1 Gm. 
given intramuscularly twice daily. Since 
the pulmonary symptoms and fever per- 
sisted despite this treatment, tetracycline 
was substituted on the fourth day. As the 
fever, with tachycardia and tachypnea, con- 
tinued, penicillin (200,000 units every 
three hours) was added on the fifth day, 
without appreciable results. On the eighth 
hospital day severe sclera and conjunctiva 
injection was observed. Because of the per- 
sistence of the symptoms and the lack of 
response to antibiotics, tetracycline was 
discontinued and Furadantin added in the 
dosage of 100 mg. every six hours given 
orally. At this time it was noted that gray- 
ish membranous lesions now involved the 
uvula, palate, left anterior pharyngeal 
pillar, and nasal mucosa. These were asso- 
ciated with a mucoid discharge; on strip- 
ping of the lesions the underlying mucosa 
bled freely. As time passed the lesions be- 
came edematous and ulcerative, but histo- 
logic examination revealed only necrotic 
hemorrhagic exudate. Studies for diph- 
theria organisms were negative. Indirect 
laryngoscopic examination at this time 
showed the left cord to be thickened and 
the right cord to be partially involved by a 
granular, bleeding purulent mass measur- 
ing 3 cm. in diameter. 

Respirations became increasingly diffi- 
cult because of the profuse, tenacious, mu- 
coid sputum and hemoptysis, and a bron- 
choscopy was performed on the sixteenth 
day. Bronchoscopy revealed old blood in the 
trachea and diffuse granulomatous involve- 
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ment of the trachea and bronchi. The ca- 
rina could not be seen because of inspissated 
secretions. Histologic examination of the 
lesions was reported as showing an exten- 
sive ulcerative process which penetrated 
the mucosa and submucosa and was con- 
sidered granulomatous, although there was 
a generalized central necrosis. Cytologic 
studies of secretions were again reported 
positive for malignant epithelial tumor cells. 

Despite all antibiotic therapy and fre- 
quent blood transfusions, the patient died 
a few hours after bronchoscopy. 

Clinical Discussion 

Dr. EMERY MILLER: While I do not share 
the general opinion that a clinicopathologic 
conference is particularly valuable as a 
teaching exercise, I do think it is an in- 
teresting game. Like al] games it should be 
played according to rules, and the rules are 
(1) that the clinician should not know the 
diagnosis in advance, (2) that the patholo- 
gist should know the diagnosis (or, at 
least, a diagnosis), and (3) that the pro- 
tocol should contain the pertinent evidence 
upon which to base a correct diagnosis. It 
is the duty of the pathologist to cal] the 
clinician’s attention to that information 
should the clinician fai] to reach a correct 
diagnosis, and point out how the correct 
final diagnosis is not only made possible by 
the information contained in the protocol, 
but inevitable. 

Our protocol tonight is a fair one, and 
this clinician can only plead ignorance if 
he errs. 

Two fundamental principles apply to the 
successful conduct of a clinical discussion. 
The first is that if it is possible to account 
for all the conference findings on the basis 
of a single diagnosis, it is wise to do so. I 
must confess that I am unable to do so here. 
The finding that seems unrelated to the 
major problem presented by this patient is 
the presence on two occasions, on cytologic 
study of bronchial secretions, of malignant 
epithelial tumor cells. I believe that this 
finding must be related to a _ secondary 
diagnosis or else be erroneous, and that in 
any event it has no bearing on the patient’s 
primary problem and cause of death. (At 
this point slides of the cells considered else- 
where to be malignant epithelial tumor 
cells were presented by Dr. Smith Foushee. 
He classified them as inflammatory rather 
than malignant cells). 
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If one accepts Dr. Foushee’s opinion con- 
cerning these particular cells, it is unneces- 
sary to account for them by a secondary 
diagnosis. Inflammatory cells in bronchial 
secretions fit well into the over-all picture 
presented by this patient. 

If the original impression that malignant 
cells were present had been sustained, I 
should have offered as a secondary diagno- 
sis, unimportant to the basic problem, the 
speculation that the patient’s left testicle 
was missing because it had been surgically 
removed for an embryonal carcinoma which 
had subsequently metastasized to the lung, 
giving rise to the malignant epithelial tu- 
mor cells observed. 

The second finding that I am unable to 
account for fully on the basis of a single 
diagnosis is the history and x-ray diagno- 
sis of duodenal ulcer, although on this 
point I should like to hedge until later in 
my discussion by referring to an article by 
Nightingale’'’ in the American Journal of 
Gastroenterology in 1959. 

The second basic principle of diagnosis 
in a clinicopathologic conference is to give 
proper weight to the various clinical find- 
ings. I am inclined to attach significance to 
two general] types of findings. One is those 
which are simple and objective to such a 
degree that they can hardly be misinter- 
preted. Any third year medical student 
and even some sophomore medical students 
would be capable of making this kind of 
observation. An example might be taken 
out of the first paragraph of the protocol 
that “this was a 52 year old white male.” 
The second kind of helpful clinical infor- 
mation is symptoms or signs that are rela- 
tively specific and by their relative specifi- 
city limit the range of possibilities. An ex- 
ample of such a symptom would be hemop- 
tysis, which should imply a necrotizing or 
destructive lesion involving the upper res- 
piratory tract. Examples of the kind of in- 
formation contained in the protocol that I 
consider unimportant because it is neither 
objective nor relatively specific are such 
symptoms as “generalized aching of one 
week’s duration” and “cough.” 

By applying these criteria to the proto- 
col we can select the findings to which we 
will attach some weight in arriving at the 
final diagnosis. They include the fact that 
this is a 52 year old white male who has 
had hemoptysis. On physical examination 
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the temperature is 102 F.; hence the pa- 
tient has a febrile illness. Most of the in- 
formation derived from the physical exam- 
ination is not particularly helpful. The lung 
findings are of some interest, but the chest 
roentgenogram will be more valuable. No 
abdominal masses or organs are felt, so 
that the patient does not have splenomeg- 
aly. “The remainder of the examination 
was within normal limits”; hence there is 
no skin involvement. 

Particular interest is attached to the 
urinary findings of persistent 2 plus protein- 
uria and hematuria. Blood urea nitrogen 
rose during hospitalization from 25 to 70 
mg. per 100 ml. Such evidence is both ob- 
jective and relatively specific, and any 
clinical diagnosis must account for defi- 
nite renal involvement. Smears and_ cul- 
tures of the sputum are negative despite 
the obvious necrotic lesions of the mucous 
membranes. 

X-ray examination of the chest reveals 
poorly circumscribed infiltrative densities 
in the periphery of the right upper lobe 
suggestive of granulomatous disease. It is 
to be noted that there is no evidence on 
physica] examination or in that portion of 
the bony cage shown on the routine chest 
roentgenogram of any bone involvement. 

The important evidence to be picked out 
of the description of the hospital course is 
the fact that whatever the patient’s in- 
flammatory process might be, it is not re- 
sponsive to penicillin in doses that are ade- 
quate for most diseases that are responsive 
to penicillin. The presence of greyish, mem- 
branous lesions involving the uvula, palate, 
left anterior pharyngeal pillar and nasal 
mucosa is uncommon, and this is one of the 
findings that may be described as relatively 
specific. Laryngoscopy a short time after- 
ward gives us a finding that is even more 
specific, and that is that the left cord is 
thickened and the right cord is partially in- 
volved by a granular, bleeding, purulent 
mass 3 cm. in diameter. Thus this is a dis- 
ease with definite granulomatous involve- 
ment of the larynx. 

The final point of helpful information is 
the biopsy report in which an extensive 
penetrating ulcerative process is described, 
considered to be granulomatous despite the 
fact that there is generalized central ne- 
crosis. This is an unusual pathologic de- 
scription. 
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The immediate cause of death does not 
pose much of a problem. A number of 
factors may well have contributed. The pa- 
tient had an anemia of moderate degree, and 
the toxemia of a generalized inflammatory 
process. In addition he had uremia. Finally, 
in view of the extensive involvement of the 
mucous membranes and the larynx, the 
possibility of asphyxia is to be considered. 
Since any one of these four conditions might 
in itself account for the patient’s death, it 
is not improper to postulate that the com- 
bination of the four proved lethal. 

To turn now to a consideration of the 
possibilities in the light of the findings 
that have been selected from the protocol 
as meriting attention, eight diseases may 
be considered in the differential diagnosis. 
First, membranous involvement of mucous 
membranes suggests diphtheria. Against 
this possibility are the facts that diphther- 
ia is primarily a disease of children, that 
the organism is readily cultured from ma- 
terial obtained from just beneath the mem- 
branous lesion, and finally, that this pa- 
tient’s illness was unresponsive to penicil- 
lin. There was also no apparent clinical 
evidence of myocarditis, usually a feature 
of fatal diphtheria. 

Tuberculosis, a second possibility, may 
be quickly eliminated. One does not acquire 
tuberculous laryngitis without tubercle 
bacilli in the sputum. 

Lues is ruled out by the total failure of 
the patient’s disease process to respond to 
fairly high doses of penicillin. 

Sarcoid occurs primarily in Negroes, and 
is rarely fatal. The chief evidence against 
the diagnosis of sarcoid in this particular 
patient is the biopsy description of muco- 
sal and submucosal ulceration with necro- 
sis. Necrosis is a rare and unlikely feature 
in sarcoid, and case reports of sarcoid in- 
volving the larynx describe rather a sub- 
mucosal infiltration with gradual over-all 
constriction of the lumen. 

Fifth, actinomycosis is characterized by 
skin and bone involvement, both of which 
are missing in this patient. Renal involve- 
ment in actinomycosis is rare; renal in- 
volvement is a prominent feature of this 
patient’s course. And finally, actinomycosis 
is responsive to penicillin. 

Except for penicillin-responsiveness, the 
same arguments may be advanced against 
the possible diagnosis of nocardiosis. 
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Fig. 1. Pulmonary granuloma with central ne- 
crosis and giant cells of Langhans type at edge 
(H. and E. stain, x 100). 


Seventh, blastomycosis does, rarely, in- 
volve the larynx and the kidney. Its most 
characteristic clinical feature is the pre- 
sence of bone involvement. Skin involve- 
ment is common. 

I believe that the second best possibility 
as to the final diagnosis is histoplasmosis. 
It affects the larynx with some frequency, 
it is universally (except for laboratory in- 
fection) primary in the lung, and it is an 
extremely common illness, some estimates 
of the incidence ranging up to 30 million 
cases in the United States alone. Involve- 
ment of the kidney is rare in histoplasmo- 
sis, and splenomegaly and/or hepatomegaly 
are relatively common, so that these fea- 
tures of our patient’s course do not fit this 
diagnosis perfectly. 

We come now to the final possibility 
which exactly fits in all known details the 
clinical course presented by our patient. 
This was described initially by Klinger‘-’ 
in 1931 as lethal mid-line granuloma, with 
emphasis on the necrotizing granulomatous 
lesions of the upper respiratory tract. In 
1936 Wegener'*’ called attention to the fact 
that the granulomatous changes of the up- 
per respiratory tract are but part of a pic- 
ture characterized by glomerulitis and fur- 
ther by an arteritis disseminated through- 
out many organs. Lung involvement is a 
common, although not consistent, feature 
of the illness. There is a predilection for 
males, all reported cases are fatal, bacter- 
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Fig. 2. Glomerulitis and periglomerulitis of ty 


which involved almost all glomeruli (H. and 
stain, x 115). 


ial studies are negative, and the process is 
obviously unresponsive to antibiotics. In- 
volvement of the larynx is common. The 
disease has been nicely reviewed by Fahey 
and associates‘! in the American Journal 
of Medicine, and recently by Blatt and 
others'*’ in the Archives of Otolaryngology. 
The disorder is apparently an off-brand of 
periarteritis nodosa, and I doubt that any 
useful purpose is served by classifying it as 
a separate entity. This case represents, I 
believe, the one hundred twenty-fifth case 
of Wegener’s granulomatosis recorded in 
the literature. 


As a secondary diagnosis, one must sug- 
gest duodenal ulcer, since common things 
are common. Nightingale, however, points 
out that the gastrointestinal changes of 
periarteritis nodosa may closely mimic the 
clinical picture of peptic ulcer, so that it is 
attractive to suggest that the x-ray findings 
described in the protocol are part of the 
basic disease. One can thus return, by this 
devious route, to the first Oslerian princi- 
ple of the art of CPC-manship and account 
for all the findings on the basis of a single 
diagnosis—namely, Wegener’s granuloma- 
tosis (periarteritis nodosa). 


One might add some comments on ther- 
apy. Blatt and associates emphasized that 
operative manipulations have an unfavor- 
ble effect on the course of the disease. It is 
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perhaps true that the bronchoscopic proce- 
dure performed on the sixteenth day would 
not have been performed had the proper 
diagnosis been suspected. These authors 
also emphasized the value of high steroid 
dosage in preserving the integrity of tis- 
sues and minimizing necrosis, although 
they did not feel that the basic process is 
influenced by such therapy. Those patients 
who have survived for the longest time 
have been patients on high-dosage steroid 
therapy. The possibility of peptic ulcer is a 
relative contraindication to the use of ster- 
oids, but in view of the universally fatal 
outcome such therapy would be justified. 
An ulcer regimen should obviously be given 
concomitantly. Survival, however, is usual- 
ly measured in months. 


Clinical Diagnosis 


Wegener’s granulomatosis (periarteritis 


nodosa ) 


Pathologic Discussion 


Dr. PRICHARD: Wegener’s granulomato- 
sis is the diagnosis which we made on this 
material. Hesitant though I am to persist 
in the use of eponyms, I have no better sub- 
stitute. There were lesions throughout the 
respiratory tree (fig. 1) and there was an 
active gastric peptic ulcer. Renal involve- 
ment was noteworthy (fig. 2) emphasizing 
the observation that death in these patients 
usually results from renal failure, even 
though the disease commonly presents in 
the respiratory tract. The splenic lesion 
was granulomatous, with marked central 
necrosis. 

There was a significant degree of squa- 
mous metaplasia in this patient’s respira- 
tory epithelium and I think it likely that 
exfoliated metaplastic squamous cells were 
the suspicious cells which occasioned con- 
cern in the smears from his bronchial as- 
pirate. 

The morbid state called Wegener’s gran- 
ulomatosis does seem to represent a variety 
of vasculitis, and a superficial view might 
lead one to question its separation from 
polyarteritis nodosa. However, the very 
marked general necrotizing tendency man- 
ifested in the respiratory lesions, the rela- 
tively inconspicuous involvement of blood 
vessels in the same area, and the distinctive 
initial localization in the air passages seem 
to me sufficient to set this apart from poly- 
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arteritis nodosa. Such separation is in keep- 
ing with the present trend to group the 
manifestations of what are often called 
diseases under the heading of syndromes. 
This growing practice has an agreeable 
flexibility consistent with what I hope is a 
more sophisticated attitude toward disease 
than the “one cause—one effect” ideas 
which most of us cherished as sophomore 
medical students. After all, syndromes and 
diseases are artificial, created to facilitate 
diagnosis, treatment and prognosis, and if 
a concept such as Wegener’s granulomato- 
sis allows desirable improvement in these 
areas, we may pragmatically wish to keep 
it for reasons other than CPC’s. 

Pathologie Diagnosis 

Wegener’s Granulomatosis 
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A program to further international relations for 
the United States by making it possible for med- 
ical students to serve as unofficial] ambassadors, 
has been announced by the Association of Ameri- 
can Medical Colleges and Smith Kline & French 
Pharmaceutical Company. 

Established by a $180,000 grant from Smith 
Kline & French, the new program will provide 
foreign fellowships through which students of 
United States medical colleges may travel abroad 
for a limited period time to work in remote areas 
of the world. 

Any students who has completed his third year 
of medical school is eligible to apply for a fellow- 
ship. If accepted he may spend 12 weeks or more 
at a foreign mission or other remote private med- 
ical facility, or a public health unit, clinic or hos- 
pital. 

Medical students who wish to apply for a fellow- 
ship must submit their application to the dean of 
their medical school. If the application is acceptable, 
the dean will then endorse it and forward it to 
the Selection Committee at the Association of 
American Medical Colleges. 
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Committees and Organizations 


AN APPRECIATION AND A RESOLUTION 
North Carolina State Board of Health 
May 11, 1960 


The North Carolina State Board of 
Health expresses its gratitude to Dr. John 
Homer Hamilton for the lifetime of service 
that he has rendered to the State of North 
Carolina through the medium of _ public 
health. 

Born in Ash Grove, Missouri, Dr. Ham- 
ilton moved with his family to Oklahoma 
while he was still a boy. He graduated 
from Oklahoma Agricultural and Mechan- 
ical College in 1910; taught science in 
Cherryvale, Kansas, 1910-1911; served as 
a chemist at the Institute of Animal Nu- 
trition, Pennsylvania State College, 1911- 
1912; entered the Harvard Medical School 
in 1912, and graduated with a medical de- 
gree in 1916. 

After graduating from Harvard, he 
served as Associate Bacteriologist, Division 
of Laboratories and Research, New York 
State Department of Health, 1916-1918. He 
then became Associate Professor of Pre- 
ventive Medicine and Assistant Director, 
State Public Health Laboratory, Univer- 
sity of Iowa, 1918-1919. 

He served as Associate State Director, 
International Health Division, Rockefeller 
Foundation, 1919-1920. 

Dr. Hamilton came to North Carolina in 
1920 as County Health Officer for New 
Hanover County, and in 1931 he came to 
the State Board of Health, where he be- 
came Director of the Division of County 
Health Work and Epidemiology. 

In 1933 he became the second Director of 
the North Carolina State Laboratory of 
Hygiene. He has been Assistant State 
Health Director since 1951 and editor of 
The Health Bulletin since 1942. 

Dr. Hamilton believes, with a _ great 
many other thoughtful people, that next to 
the ministry of religion the ministry of 
health constitutes the noblest calling in 
which man can engage. He has devoted a 
lifetime to the ministry of public health, 
and by example and encouragement has in- 
spired young people to enter, to remain in 
and to give dedicated service to the pro- 
fession. Thus, his influence is felt around 
the world. 
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Concurrent with his work in_ public 
health, Dr. Hamilton has served as an of- 
ficer in several professional associations 
and is affiliated with various medical, pub- 
lic health, and cultural organizations. He is 
a member of the Raleigh Academy of Medi- 
cine, Wake County Medical Society, Med- 
ical Society of the State of North Carolina, 
the American Medical Association, and the 
Southern Medical Association. 


In 1928 Dr. Hamilton served as _ presi- 
dent of the North Carolina Public Health 
Association and in 1944 took leadership in 
promoting the Laboratory Section of the 
Association. He is a Fellow of the Amer- 
ican Public Health Association, Charter 
Member and Fellow of the American Col- 
lege of Preventive Medicine, and a Member 
of the Conference of State and Provincial 
Public Health Laboratory Directors. In 
1946 he served as president of the North 
Carolina Academy of Public Health, and in 
1954-1955, as president of the North Caro- 
lina Academy of Preventive Medicine. 


Dr. Hamilton is a member of the North 
Carolina Harvard Club, Executives Club 
of Raleigh, State Literary and Historical 
Association of North Carolina, and the 
North Carolina Society for the Preserva- 
tion of Antiquities. He is a member of the 
White Memorial Presbyterian Church in 
Raleigh. 

In his contact with the staff and em- 
ployees of the State Board of Health and 
with the people of North Carolina, Dr. 
Hamilton is first and foremost kind, under- 
standing and considerate. His judgment 
and wisdom are keystones on which public 
health workers all over North Carolina 
have come to rely. 

His appearances before appropriating 
and governing bodies in support of health 
programs in North Carolina have been 
models of accuracy, pin-pointing the sal- 
ient facts of each bill, stressing economy 
of state money, the greatest service to the 
greatest number of citizens, and keeping 
public health in its proper perspective in 
relation to the total health program. 

The State Board of Health, recognizing 
his qualities of leadership, patience, wis- 
dom, and kindness, is deeply grateful to 
Dr. Hamilton for his devoted service to 
public health and wishes for him many 
years of health and happiness. 
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BULLETIN BOARD 


COMING MEETINGS 


Duke University Postgraduate Medical Course— 
Morehead-Biltmore Hotel, Morehead City, July 18- 
28. 

North Carolina State Board of Medical Exam- 
iners—Battery Park Hotel, Asheville, Juy 22. 

North Carolina Academy of General Practice, 
Mecklenburg Chapter—Charlotte Hotel, Charlotte, 
November 8. 

Southern Obstetric and Gynecologic Seminar— 
Grove Park Inn, Asheville, July 28-August 3. 

North Carolina and South Carolina Eye, Ear, 
Nose and Throat Societies’ Joint Meeting—Hotel 
King Cotton, Greensboro, September 11-14. 

Southeastern States Cancer Seminar for Physi- 
cians—Cherry Plaza Hotel, Orlando, Florida, No- 
vember 16-18. 


NEW MEMBERS OF THE STATE SOCIETY 

The following physicians joined the Medical 
Society of the State of North Carolina during the 
month of May, 1960: 

Dr. Bernard Leslie Richards, 1128 Spring Street, 
Mocksville; Dr. Joachim Dieter Geratz, University 
of North Carolina School of Medicine, Chapel Hill; 
Dr. Edward Bloxton Mabry, Medical Village, Bur- 
lington; Dr. Edgar Archer Dillard, Jr., 433 Ridge- 
field, Chapel Hill; Dr. Barbara Steiner Lipton, 1114 
Williams Circle, Chapel Hill; Dr. Sara Jamison 
Dent, Duke University Medical Center; Dr. William 
Charles North, 1514 Fir St., Durham; Dr. William 
A. Leonard, 823 North Elm St., Greensboro; Dr. 
Robert Lewis Phillips, 1500 Independence Rd., 
Greensboro; Dr. Powell Graham Fox, Jr., 1110 
Wake Forest Rd., Raleigh; Dr. William Walker 
Allen, Pinehurst Surgical Clinic, Pinehurst; Dr. 
Bill Joe Swan, Arbor Lane, Concord; Dr. Charles 
Rex LaGrange, Bor 208, Bladenboro. 


NEWS NOTES FROM THE 
30WMAN GRAY SCHOOL OF MEDICINE 

On Monday, June 6, 53 seniors received the doc- 
tor of medicine degree from the Bowman Gray 
School of Medicine in ceremonies held in Wait 
Chapel on the Wake Forest College campus. The 
principal speaker for the occasion was Dr. Lam 
Chi-Fung, president of Hong Kong Baptist College 
and the father of Bowman Gray senior of the class 
of 1960, Samuel Lam. 

Eight of the graduates remained in North Caro- 
lina for their internships—six at the North Caro- 
lina Baptist Hospital and two at Cone Memorial 
Hospital in Greensboro. The remaining 45 will in- 
tern as far south as Tampa, Florida, as far north 
as Buffalo, New York, and as far west as Seattle, 
Washington. 


A master of science degree was conferred on 
Robert Parker Pulliam, post-sophomore research 
fellow, who spent the past year in research training 
with Dr. Richard L. Burt in the Department of 
Obstetrics and Gynecology. The title of Mr. Pul- 
liam’s thesis is, “Carbohydrate Metabolism in Preg- 
nancy. Capillary-Venous Differences of Glucose and 
Lactate Following Insulin.” 


Eight students'at Bowman Gray School of Medi- 
cine were recently cited for special achievements in 
medical writing and over-all scholastic attainment 
during several phases of medical education. 

Four awards for medical writing were presented. 

The Student Thesis Award in Psychiatry was 
won by Donald M. Larson of Devils Lake, North 
Dakota. This annual cash award is made possible 
through the support of the Smith Kline and French 
Foundation of Philadelphia to the American Psy- 
chiatric Association, and is given to the senior 
student in this school writing the outstanding thesis 
on one aspect of psychiatry. 

The Best Student Paper Award, a cash award 
for the best literary and scientific student paper, 
was received by Robert Park Pulliam of Beckley, 
West Virginia. 

The Frederick R. Taylor History of Medicine 
Award was won by three rising juniors—George 
Podgorny of Tehran, Iran, and Mr. and Mrs. Ralph 
Siewers of Winston-Salem. This award is given 
annually to sophomore medical students writing the 
best history of medicine papers. 

General scholastic awards were as follows: 

The newly established Faculty Award, an appro- 
priately engraved wall plaque, was presented to 
Fay Knickerbocker Myers of Gainesville, Georgia. 
This award is made to a graduating senior selected 
by the faculty on the basis of outstanding scholar- 
ship and character. 

The Pediatric Merit Award was presented to H. 
Bee Gatling of Charlotte. Dr. Richard C. Proctor, 
associate professor of psychiatry, established this 
annual cash award in honor of his father, Mr. C. 
K. Proctor. It is presented to a student selected by 
the faculty of the Department of Pediatrics on the 
basis of all-round ability and interest in pediatrics 
and in the care of children. 

The Roche Award was given to James Norris 
Wilfert, Jr. of Tenafly, New Jersey. This annual 
award, a fine watch, is given to a student selected 
by the basic science faculty at the end of the first 
five quarters of the curriculum for scholastic ach- 
ievement in the basic medical sciences. It is made 
possible through the courtesy of the Roche Labora- 
tories, Hoffman-LaRoche, Inc., of Nutley, New 
Jersey. 


* * 


Dr. Robert L. McMillan, professor of clinical in- 
ternal medicine, was recently presented with a 
silver medallion and cited as the “parent” of the 
North Carolina Heart Association at the group’s 
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annual meeting in Raleigh. Dr. McMillan was or- 
ganizer and the first president of the state group 
and also founded the Forsyth County Chapter. 

* * 

Dr. Weston M. Kelsey, professor of pediatrics, 
has been appointed an examiner with the American 
Board of Pediatrics. 

* 

Dr. Thomas B. Clarkson, associate professor of 
experimental medicine, and Dr. Hugh B. Lofland, 
assistant professor of biochemistry, are the co- 
authors of a paper, “Therapeutic Studies on Spon- 
taneous Atherosclerosis in Pigeons,” which was 
presented at the International Symposium on 
Drugs Affecting Lipid Metabolism held in Milan, 
Italy, June 2-4. 

* 

Two staff members of the Department of Obs- 
tetrics and Gynecology presented papers at the 
eighty-third annual meeting of the American Gyne- 
cological Society held in Williamsburg, Virginia, 
May 30-June 1. 

Dr. Frank R. Lock, professor of obstetrics and 
gynecology, delivered a paper entitled “Stage-One 
Carcinoma of the Uterine Cervix: A Comparison 
of Results with Variations in Treatment.” Dr. 
Richard L. Burt, also a professor in the department, 
spoke on, “Plasma Nonesterified Fatty Acids in 
Pregnancy. Experimental Modification.” 

* * 

Mr. Murray Alexander Falconer, director of Guy’s 
Maudsley Neurological Unit, Maudsley Hospital, 
London, England, visited the medical school re- 
cently for three days as the guest of the Section of 
Neurosurgery. Mr. Falconer is a Fellow of the 
Royal College of Surgeons, England, and has pub- 
lished approximately 80 publications in neurology 
and neurologica surgery. 

Four professors at the Bowman Gray School of 
Medicine were among 12 North Carolina scientists 
who recently received grants-in-aid totaling $85,157 
to conduct research on diseases of the heart and 
blood vessels. These grants were made possible by 
the national research program of the American 
Heart Association. 

The Bowman Gray recipients are: Dr. Thomas 
B. Clarkson, associate professor of experimental 
medicine—$6,765 to evaluate the effectiveness of 
various drugs in dissolving deposits of fat that 
develop in the arteries of pigeons; Dr. Harold D. 
Green, professor of physiology and pharmacology, 
$8,800 to investigate the cause of disturbances in 
blood circulating to the arms and legs by measur- 
ing blood flow in the skin; Dr. J. Maxwell Little 
professor of pharmacology—$9,233.50 to study the 
hormone balance of animals with experimentally- 
produced high blood pressure; and Dr. Merrill P. 
Spencer, associate professor of physiology and phar- 
macology—$7,590 to study basic disease mechan- 
isms of the heart and circulation by direct measure- 
ment of blood flow in unopened blood vessels. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

William B. Waddell, a Duke University medical 
student, has been elected national president of the 
Student American Medical Association. 

A rising junior from Galax, Virginia, Waddell 
was chosen during the Association’s annual conven- 
tion in Los Angles, California. He succeeds William 
Kirkland of the University of Oklahoma Medical 
School. 

Stuart Nichols of the Medical College of Virginia 
was named head of the Association’s Region I, 
which comprises chapters in 12 Southeastern medi- 
cal schools, succeeding Tom Ivey of the Bowman 
Gray Medical School in Winston-Salem. 


NEWS NOTES FROM THE UNIVERSITY 
OF NORTH CAROLINA SCHOOL OF MEDICINE 

Dr. Nathan A. Womack, head of the Department 
of Surgery of the University of North Carolina 
School of Medicine, was elected president of the 
National Board of Medical Examiners at a recent 
meeting of the board in Philadelphia. 

More than 100 alumni attended the University 
of North Carolina Medical Alumni luncheon held 
at the State Medical Society meeting in Raleigh 
on Tuesday, May 10. 

Speakers for the occasion were Dr. W. Reece 
Berryhill, dean of the School of Medicine; Dr. Carl 
Anderson, assistant dean; and Carwile LeRoy of 
Elizabeth City, fourth year medical student, who is 
president of the Alpha Omega Alpha Honorary 
Medical Fraternity and president of the Whitehead 
Medical Society. 

* * 

Three awards were presented recently at the 
annual Student-Faculty Day sponsored by seniors 
of the University of North Carolina School of 
Medicine. 

Karl Lee Barkley, second year student from 
Raleigh, received the William deB. MacNider 
Award established by the second-year class of 1950 
for recognition of a sophomore who is elected by his 
classmates on the basis of characteristics typified 
by Dr. “Billy” MacNider during his 51 years as 
teacher and physician at U.N.C. 


The Professor Award presented annually by the 
senior class to the faculty member “who by his 
willingness, understanding, and ability has contri- 
buted most to our medical education” went to Dr. 
Kenneth M. Brinkhous. 

Dr. Henry L. Stephenson, class of 1955, and 
resident in medicine, received the Henry C. Ford- 
ham Award established by the senior class of 1958 
in honor of the late Dr. Henry C. Fordham, resi- 
dent in medicine at the N. C. Memoria] Hospital. 
The senior make this award each year to a mem- 
ber of the house staff “in recognition of his qual- 
ities of patient, humility, and devotion to medicine 
as were possessed by Dr. Fordham.” 
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Dr. Charles L. Johnston, Jr. of the University of 
North Carolina School of Medicine has been named 
a senior research fellow by the U. S. Public Health 
Service. 

The young physiologist was among 44 fellows 
named in 32 universities and medical schools 
throughout the United States. He was the only 
North Carolinian to receive one of the fellowships, 
which give financial support for a five-year period 
or research. 

The appointment of Dr. George Pierey Vennart 
as associate professor of pathology in the School 
of Medicine has been announced by Chancellor 
William B. Aycock and Dean W. R. Berryhill. Dr. 
Vennart will begin his new duties July 1. 

Dr. Vennart took his M.D. at the University of 
Rochester, taught at U.N.C. in 1954-1956 and has 
been an assistant professor at Columbia University 
since. 

Dr. George Ham, chairman of the Department of 
Psychiatry, discussed “Reintegration of Psycho- 
analysis into Teaching” at a recent meeting of the 
Psychotherapy Section of the American Psychiatric 
Association in Atlantic City. He also participated 
in meetings of the American Psycheanalytis As- 
sociation and the Academy of Psycheanalysis. 

On his northern trip Dr. Ham also visited two 
medical facilities to serve as consultant on medical 
education programs. One was in Stockbridge, Mas- 
sachusetts, at the Auston Riggs Medical Center; 
the other was the Seton Hall College of Medicine 
in Jersey City, New Jersey where he advised on 
curriculum development. 


* 


Three third year students and eight fourth year 
students have been selected for membership in the 
Alpha Omega Alpha Honor Medical Society at the 
University of North Carolina School of Medicine. 

The third year students were Clark M. Hinkley, 
Waynesville; Edward A. Sharpless, Wilson; and 
Zebulon Weaver of Asheville. 

The fourth year students were Charles P. Eld- 
ridge, Jr., Raleigh; James R. Harper, Snow Hill; 
William N. Michal, Jr., Chapel Hill; William H. 
Morris, Jr., Charlotte; Jerry M. Petty, Gastonia; 
William A. Reid, Asheville; Charles W. Robinson, 
III, Charlotte; and John J. White, Jr. of Hender- 
son. 

Selection to the A.C.A. is based upon high acade- 
mic standing, moral character, and promise of 
future contribution to the field of medicine. 

* * * 

The State Advisory Budget Commission recently 
authorized construction of a medical science re- 
search building for the University of North Caro- 
lina in Chapel Hill. 

The 45,000-square-foot structure is to cost 
$1,182,977. Funds for its construction will come 
from a $528,674 federal grant, a $500,000 escheat’s 
fund loan and $154,303 in research overhead re- 
ceipts. 
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A delegation of university officials and members 
of the board of trustee’s executive committee, led 
by Consolidated University President William C. 
Friday, appeared before the commission to request 
approval for the project. 

The delegation said the escheat’s loan would be 
repayed at the rate of $50,000 per year. They said 
the money would come from increased receipts from 
the expanded medical research program. 

Groups having medical research projects con- 
ducted by the university pay overhead expenses. 

* 

Dr. Nathan A. Womack, chief surgeon at North 
Carolina Memorial Hospital at Chapel Hill, has 
been named president of the United Medical Re- 
search Foundation to succeed Dr. Eben Alexander, 
head of the Department of Neurosurgery at Bow- 
man Gray School of Medicine and chief of the 
medical staff at Baptist Hospital. 

Dr. Womack’s selection was made at a meeting 
of the foundation’s board held in Winston-Salem. 
Most of the foundation’s funds go to support pilot 
research studies at the state’s three medical schools, 
Bowman Gray, Duke and U.N.C. Last year the 
three institutions received $30,000 each from the 
foundation. This year’s budget calls for $133,500 
for this purpose. The work is supported by United 
Fund agencies. 

At the meeting Dr. Charles Hooker, chairman 
and professor of anatomy at U.N.C., was named to 
the executive committee. 

* * 

Dr. Ernest H. Wood and Dr. Charles A. Bream 
of the Department of Radiology attended the annual 
meeting of the Association of University Radiolo- 
gists in Dallas, Texas, recently. 

Dr. Wood is president of the Association, whose 
membership is composed of radiologists engaged in 
full-time academic radiology and radiological re- 
search. 

Dr. Lucie Jessner of the Department of Psychia- 
try, addressed the Pan American Medical Confer- 
ence which was held in Mexico City, Mexico, May 
2-11. 


ASSOCIATION OF AMERICAN 
MEDICAL COLLEGES 

Colonel D. Bessinger, Jr., of Asheville, a senior 
at the University of North Carolina School of 
Medicine, is one of 28 American medica! students 
who will go into the dark corners of three con- 
tinents this summer and winter to study “grass- 
roots” medicine. 

As winner of a Smith Kline & French Foreign 
Fellowship grant for $1,985, he will spend 12 
weeks at a mission hospital at Mati, Davao, 
Philippine Islands. Guided by physicians already 
practicing in remote areas, the Fellows will help 
to organize and maintain public health programs 
and—at the same time—gain valuable clinical ex- 
perience under their proctors. 
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North Carolina Academy of 
General Practice 
Mecklenburg County Chapter 

The Mecklenburg County chapter of the North 
Carolina Academy of General Practice announces 
that it will sponsor a postgraduate symposium to 
be held on November 3, 1960, at the Charlotte 
Hotel in Charlotte. 


NORTH CAROLINA STATE BOARD OF 
MEDICAL EXAMINERS 
The Board of Medica] Examiners will meet at 
the Battery Park Hotel, Asheville, on Friday, 
July 22, at which time applicants for license by 
endorsement will be interviewed. 


NORTH CAROLINA HOSPITAL ASSOCIATION 

The American Hospital Association has recom- 
mended that Blue Cross be selected by federal 
employees as their health insurance. 

The federal government has initiated a health 
insurance program for its employees, known as 
the Federal Employee Health Benefit Act. During 
the month of June, two million employees will se- 
lect the type of health insurance coverage they 
want for themselves and their families. 


AMERICAN COLLEGE OF GASTROENTEROLOGY 

The American College of Gastroenterology an- 
nounces that its annual course in postgraduate 
gastroenterology will be given at the Bellevue- 
Stratford Hotel in Philadelphia, Pennsylvania, on 
October 27, 28, 29, 1960. 

The faculty will be drawn from the medical 
schools in and around Philadelphia. The subject 
matter to be covered from a medica] as wel] as 
surgical viewpoint will be essentially the advances 
in diagnosis and treatment of gastrointestinal] dis- 
eases and a comprehensive discussion of diseases 
of the mouth, esophagus, stomach, pancreas, 
spleen, liver and gallbladder, colon, and rectum. 

For further information and enrollment write 
to the American College of Gastroenterology, 33 


West 60th Street, New York 23, N. Y. 


SOUTHERN REGIONAL EDUCATION BOARD 

Ten in-service training grants totaling $2,260 
have been made recently to North Carolina mental 
health personnel by the Southern Regiona] Edu- 
cation Board under its program in mental health 
training and research. 

Individual grants up to $500 are available to 
any employee of a mental health out-patient clinic, 
mental health center, state commission or division 
of mental health in any of the 15 states support- 
ing the S.R.E.B.’s mental health program. A 
$76,000 grant to S.R.E.B. from the Nationa] In- 
stitute of Mental Health supports the program. 
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Applications for grants are now being accepted 
by S.R.E.B., and will be acted upon as received. 
There is no deadline. Interested persons should 
write to Southern Regional Education Board, 130 
Sixth Street, N. W., Atlanta 13, Georgia. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 


Applications for certification in the American 
Board of Obstetrics and Gynecology, new and re- 
opened, Part I and requests for re-examination in 
Part II, are now being accepted. All candidates 
are urged to make such application at the earliest 
possible date. Deadline for receipt of applications 
is August 1, 1960. No applications can be accepted 
after that date. 

The following change in requirements for cer- 
tification was made by the members of the Amer- 
ican Board of Obstetrics and Gynecology at the 
recent annual meeting in Chicago. 

“A Resolution was passed at the recent annual 
meeting of this Board which eliminates the sub- 
mission of Case Reports as part of Part I Exam- 
ination. It is required, however, that each candi- 
date eligible to take the Part I] Examination bring 
to the place of examination, a duplicate list of 
Hospital Admissions as submitted with his or her 
application. This change in requirements is not 


retroactive and therefore applies to candidates 
making application for the 1961 examinations.” 


It has also been resolved by members of the 
Board that Applications for Appraisal of Incom- 
plete Training will no longer be accepted for re- 
view by the Residency Review Committee. 

Robert L. Faulkner, M.D. 
2105 Adelbert Road 
Cleveland 6, Ohio 


MEDICOLEGAL DIGEST 


A monthly publication, Medicolegal Digest, 
which, for the first time, focuses upon major 
common concerns of two great professions—medi- 
cine and the law—was launched in May as a serv- 
ice to 161,000 physicians. 

A dozen authorities in law, medicine, and hos- 
pital administration comprise the editorial board 
of the new journal, which is being distributed to 
family doctors and specialists in private practice. 
One of the board members is. Ray E. Brown of 
Chicago, superintendent of the University of Chi- 
cago Clinics and past president of the American 
Hospital Association. He was formerly an admin- 
istrator of the North Carolina Baptist Hospital. 

The editor of Medicolegal Digest is Milton Golin 
of Washington, D. C., formerly editor of the 
“Medicine At Work” section of the Journal of the 
American Medical Association. 
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FEDERAL AVIATION AGENCY 

Effective June 15, 1960, the Federal Aviation 
Agency will require that student and private pilots 
be given their medical examinations by designated 
medical examiners. This rule reinstates a practice 
which was in effect from 1926 until 1945. 

In announcing the reestablishment of this prac- 
tice, Dr. James L. Goddard, the Civil Air Surgeon, 
has emphasized his previous statements that any 
physician may be considered eligible for designa- 
tion as an examiner. 

Those physicians in localities where flying activ- 
ities are conducted may wish to consider filing an 
application for designation by writing to the Civil 
Air Surgeon, Federal Aviation Agency, Washington 
26, D.C. 

Designation as an aviation medical examiner will 
qualify the designee to examine both Class II (com- 
mercial) and Class III (student and private) air- 
men, including control tower operators. Instructions 
concerning the required procedure:, standards, and 
equipment will be supplied to those who apply. 

Since commercial and airline transport pilots 
have always been required to obtain examinations 
from specifically selected physician:, there are 
presently some 2,000 aviation medical examiners 
previously designated and located throughout the 
country. Expanding aviation activities will result 


in a continuing need for additional examiners. 


There are at present some 400,000 active civil air- 
men of whom approximately 240,000 are examined 
each year. 


OFFICE OF THE SURGEON GENERAL 

Major General O. K. Niess, Surgeon General, 
U. S. Air Force, has announced the promotion of 
Colonel Raymond T. Jenkins, USAF, MC, to 
Brigadier General. Genera] Jenkins is the Director 
of Plans and Hospitalization, Office of the Sur- 
geon General, Washington, D. C. 

General Jenkins received his pre-med training 
at the University of North Carolina, Chapel Hill, 
North Carolina and graduate from the Duke Uni- 
versity Medical School, Durham, North Carolina, 
with his M.D. degree in 1935. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION AND WELFARE 

Modern uses of medically approved treatments 
in saving a growing proportion of cancer patients 
are described in a new booklet, Treating Cancer, 
just issued by the Public Health Service of the 
Department of Health, Education, and Welfare. 

In terms readily understandable to the layman, 
the publication explains how malignant diseases 
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are treated by surgery or by radiation with 
x-rays, radium, or the newer radioisotopes from 
atomic sources. It also tells how drugs are used 
to treat cancer. 

Single copies of Treating Cancer, Public Health 
Service Publication No. 690, may be obtained from 
the Public Health Service, Washington 25, D. C. 
The booklet may be purchased from the Superin- 
tendent of Documents, Government Printing Office, 
Washington 25, D. C., at 15 cents per copy. 

ok 

New estimates, released by the Public Health 
Service today, show that over 91 million persons 
have now had one or more shots of polio vaccine 
and 72 million of them have had the three or more 
shots required for complete vaccination. 

The estimates were developed by the National 
Foundation with data supplied by the Public 
Health Service and local chapters of the Founda- 
tion. 

The new figures indicate that 40 per cent of 
the population now has maximum protection 
against polio. Eleven per cent have been partially 
vaccinated with one or two injections, but 49 per 
cent have had no vaccine at all. 

* ok 

Public Health Service scientists have reported 

that a new family of compounds, decarboxylase 
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inhibitors, is providing a promising new approach 
to the understanding of hypertension and may 
eventually offer new means of treating this puzz- 
ling disorder. 

Limited clinical ‘trials of the most effective of 
these compounds, alpha-methyl dopa, have been 
conducted by scientists of the Service’s National 
Heart Institute on 10 hypertensive patients at the 
National Institutes of Health Clinica] Center. 
The drug lowered blood pressure in all of these 
patients. 

Alpha-methyl dopa was synthesized in 1950 by 
Drs. G. A. Stein, H. A. Bronner, and Kar] Pfister 
of the Merck Sharp & Dohme Research Labora- 
tories, Rahway, New Jersey. The clinica] trials 
described are the culmination of extensive labora- 
tory testing of this compound by Merck Sharp & 
Dohme scientists and by other scientists of this 
country, Canada, and Europe. 


VETERANS ADMINISTRATION 

Highly emotiona] stress or extreme, prolonged 
tension often raises the cholesterol level in the 
blood despite diet, proper exercise and rest, doc- 
tors at the Oklahoma City Veterans Administra- 
tion hospital have found. 

The doctors found that emotional tension alone 
can increase cholestero] 35 percent within an hour. 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
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$300.00 
$500.00 
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Covers your office overhead while you 
are disabled, up to $1,000.00 per month 
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VETERANS ADMINISTRATION 
Appointment of Dr. Oscar Auerbach of the East 
Orange, New Jersey Veterans Administration hos- 
pital and Dr. Ludwik Gross of the Bronx, New 
York, VA hospital as senior medica] investigators 
was announced by the VA in Washington, D. C.,, 
today. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 

Increased support for influenza research to per- 
mit investigators to take advantage of the study 
opportunities afforded by the current influenza 
outbreaks has been announced by Surgeon Gen- 
eral Leroy E. Burney of the Public Health Serv- 
ice. 

Methods to stimulate research during the cur- 
rent influenza season and to encourage long- 
range research in influenza and related diseases 
were developed in January when Dr. Burney 
called together the Service’s Committee of Inves- 
tigators, which is composed oi ome of the Na- 
tion’s leading authorities on influenza and related 
diseases. 


THE WORLD MEDICAL ASSOCIATION 

The Headquarters Secretariat of The World 
Medica] Association announces the appointment 
of Dr. J. Gosset, editor of Concours Medica] of 
Paris, France, to the position of Associate Editor 
of World Medical Journal, official publication of 
the Association. 

Dr. Stanley S. B. Gilder, formerly editor of the 
Journal of the Canadian Medical Association is 
the executive editor of World Medical Journal. 
The members of the editorial board include the 
executive and associate editor the business Man- 
ager and three members of Council. 


Sir William Osler’s Essay “A Way of Life” 
Distributed Free 

One of the great medical educators of modern 
times, Sir William Osler’s observations and essays 
were a guide to his profession for two generations. 
In “A Way of Life,” an address delivered to the 
students at Yale University in 1913, Osler out- 
lined the philosophy of every-day living which 
guided him throughout medical school and in his 
successful career as physician, classical scholar, 
philosopher, and teacher. 

This famous lecture, published in A Way of Life 
and Other Selected Writings of Sir William Osler 
(Dover, $1.50), has now been reprinted as a sep- 
arate booklet. Dover Publications is offering the 
booklet entirely free of charge to teachers of med- 
icine, medical schools, hospitals and medical li- 
braries. 

“A Way of Life” is an expression of Osler’s 
clear-sighted approach to the problems of living. 
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It presents a solution that stil] has striking rele- 
vance to contemporary problems. Anyone who is 
interested in the lives and thoughts of the great 
medica] personalities of our time will enjoy this 
inspiring essay. A copy of the booklet may be ob- 
tained without charge or obligation by writing 
directly to Dover Publications, Inc., 180 Varick 
Street, New York 14, New York. 


The Month in Washington 


Politics now overshadows al] other fac- 
tors in the issue of health care for the aged. 

It appears certain to be a major issue in 
this year’s campaigning for the White 
House and Congress, regardless of what 
Congress does in the field before adjourn- 
ing this summer. 

Both the Democrats and the Republicans 
are supporting costly, sweeping plans 
which differ on the basic approach. The 
major Democratic plans call for use of the 
Social Security System. The Republican 
proposals would have the Federal govern- 
ment and the states put up hundreds of 
millions of dollars to help the aged buy 
health insurance on a voluntary basis. 

The medical profession and allied groups 
oppose these political solutions because, 
among many other important reasons, they 
actually would not meet the problems of 
many aged who need help in financing the 
cost of illness. 

Meanwhile, a key Democrat—Represent- 
ative Burr Harrison of Virginia—warned 
Congress against acting on such legislation 
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in this year of a national election. He pre- 
dicted that if any such legislation should 
be approved this year, it “would be certain 
to be a monstrosity.” 

Noting that various solutions had been 
proposed, Harrison said: 

“The only features which these proposals 
have in common are that they are all tre- 
mendously expensive; they all propose 
revolutionary change, and they are all com- 
plicated, uncertainly based and little under- 
stood by the prospective beneficiaries.” 

Harrison, who is a member of the House 
Ways and Means Committee which handles 
such legislation, urged that Congress defer 
action until next year. He recommended 
that, in the meantime, the Ways and Means 
Committee “conduct an exhaustive study 
of the various proposals.” 

In early May, the Eisenhower Adminis- 
tration unveiled a Federal-state, $1.2  bil- 
lion-a-year plan to help the aged with lim- 
ited incomes buy broad medical and hos- 
pital insurance coverage. Under the plan, 
an aged person—if able financially—would 
bear part of the cost of both the insurance 
and of the medical care and hospitalization. 


The Scientific Exhibit 
AMA Clinical Meeting, Washington, D. C. 
November 28-December 1, 1960 


Application forms for space in the Scientific 
Exhibit at the Washington, D. C. Cilnica] Meet- 
ing of the American Medical Association, No- 
vember 28 to December 1 are now available. 
They may be procured by writing directly to 
Charles H. Bramlitt, M.D., Director, Depart- 
ment of Scientific Assembly, American Medical 
Association, 535 N. Dearborn St., Chicago 10, 
Illinois. Applications close on August 1. 


The “Hull” award will be presented for the 
first time at this meeting to the best exhibit 
on a scientific subject which has not been pre- 
viously shown at a medical meeting. The award 
will consist of a gold medal and an honorarium 
of $250. The winning exhibit will be approved 
for showing in the Scientific Exhibit at the 
1961 Annual Meeting of the AMA which will 
be held in New York City. 


Dr. Thomas G. Hull will personally present 
the award to the recipient 


June, 1960 


BOOK REVIEWS 


Significant Trends in Medical Research. 
Ciba Foundation Tenth Anniversary Sym- 
posium. Editors for the Ciba Foundation, 
G. E. W. Wolstenholme, Cecilia M. O’Con- 
nor, and Maeve O’Connor. 356 pages. 
Price, $9.50. Boston: Little, Brown and 
Company, 1960. 

A distinguished group of 30 research workers 
from several countries, met in London in June, 
1959 in a symposium celebrating the tenth anni- 
versary of the opening of the Ciba Foundation. 
This volume contains the contributions of those 14 
who presented papers, together with the equally 
illuminating and interesting discussions which fol- 
lowed the papers. 

In general, the papers are in the nature of re- 
views, ranging from a discussion of medical re- 
search in the United States by J. A. Shannon, 
director of the National Institutes of Health, to 
fluorimetric studies of pyridinenucleotide enzyme 
complexes by Prof. H. Theorell of the Nobel In- 
stitute, Stockholm; the latter is the most re- 
stricted of the topics considered. The eminence of 
the participants, and the general nature of the 
symposium, insures a broad and provocative out- 
look on the different subjects. The editing of the 
discussions has not been so restrictive that the 
personal imprint of the discussants cannot be de- 
tected, which lends considerable interest to their 
contributions. The predictions of future trends 
which the authors make in the course of their re- 
views are not often included in scientific papers 
per se, being somewhat nonscientific in essence. 

The volume is recommended to anyone interested 
in brief reviews by eminent authorities of some 
of the most important fields of medical research 
in our time, accompanied by discussions from well- 
informed people who are not expert in the sub- 
ject of the papers, who thus tend to bring our re- 
lations between the subject and other fields. Con- 
tained within the topics considered may well be 
the most important medical advances of the next 
decade. 


Medical, Surgical and Gynecological Com- 
plications of Pregnancy. By the Staff of 
Mount Sinai Hospital. Edited by A. F. 
Guttmacher, M.D., and J. J. Rovinsky, 
M.D. 500 pages. Price, $16.50. Baltimore: 
The Williams and Wilkins Company, 1960. 

In an article entitled “Red Lights in Obstetrics,” 
published in the Journal of the Iowa State Med- 
ical Society for January, 1951, the late Dr. Sam- 
uel A. Cosgrove stated that “..... sick women 
will get pregnant, and pregnant women will get 
sick.” Despite tacit recognition of the occurrence 
and interplay of coincidental medical and surgical 
complications during gestation, ‘medical obste- 
trices” is of relatively recent vintage and has re- 
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ceived but passing mention in standard medical 
and surgical references and only brief considera- 
tion in domestic and foreign obstetric texts. Ex- 
cept for occasional monographs on special sub- 
jects, thorough coverage of the intermediate areas 
of medical practice represented by Dr. Cosgrove’s 
remark has not been readily available to either the 
medical practitioner or the obstetrician. Accord- 
ingly, the volume edited by Drs. Guttmacher and 
Rovinsky, which embodies the integrated philoso- 
phy of medical and obstetric practice at the Mt. 
Sinai Hospital, is a valuable supplement to exist- 
ing textbooks on obstetrics (and those of medi- 
cine as well). 


Obviously in any medical literary collection or 
review, the emphasis, inclusion, or exclusion of 
specific subjects is determined by the author or 
editorial staff. A lack of overall balance in subject 
matter may result, a situation that appears to 
have been properly avoided in the present volume 
in which cardiovascular, pulmonary, renal and 
metabolic problems have been given deserved em- 
phasis and coverage. Likewise, the sections on 
surgical and gynecologic complications are con- 
sidered adequate. Appropriate attention is given 
to special areas such as otolaryngology, neurol- 
ogy, dermatology, ophthalmology, and gastroen- 
terology, including diseases of the liver. A par- 
ticularly valuable section devoted to genetics is 
timely and of interest in consideration of current 
popular concern with the biologic effects of radi- 
ation. The combined experience of the Mt. Sinai 
staff in dealing with clinical problems occurring 
in these and other areas together with citation of 
the current literature and bibliographic material 
appended to each chapter provide a valuable re- 
ference source for any physician attending ob- 
stetric patients. 


The editors and authors are to be congratulated 
for their efforts in the production of this impor- 
tant contribution to this long neglected specialized 
area within the field of obstetrics. 


First Aid: Diagnosis and Management. By 
Warren H. Cole, M.D. and Charles B. 
Puestow, M.D., with 16 Collaborating 
Authors. 432 pages. Price, $6.25. New 
York: Appleton-Century-Crofts, Inc., 1960. 


This revised and expanded text is an authori- 
tative guide to the emergency care of all types of 
injuries, shock or medical emergencies resulting 
from accidents, industria] hazards, civilian or 
military casualties including atomic blast, burn 
and radiation types. 


Subjects such as wounds, burns, hemorrhage, 
shock, poisoning, bandaging, splinting, transpor- 
tation of the injured and physical] failure are cov- 
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ered in detail, with emphasis placed on what not 
to do as well as upon what to do. 

While prepared specifically for the use of phy- 
sicians and students of the biological sciences, 
particularly those in the MEND program, it is 
almost equally useful as a training guide for res- 
cue squad personnel, civilian defense trainees, 
police and fire department, accident and catas- 
trophe squads, and non-commissioned medical per- 
sonnel of the armed services. 


Iu Memoriam 


Bryan Nazer Roberts 
1898-1960 


Dr. Roberts received his A.B. at the University of 
North Carolina in 1921. After completing the two- 
year medical course, he transferred to the Uni- 
versity of Maryland where he received his M.D. 
degree in 1925. He interned one year at Watts 
Hospital, then entered general practice in Columbus 
County. He returned to the University of Mary- 
land Hospital in 1929 for an additional year of 
internship, following which he entered general 
practice in Hillsboro, North Carolina. His domestic 
life was enlarged by his marriage in 1925 to Jean 
Lower, and their union was blessed by the birth 
and survival of two sons. 

Dr. Roberts served well th. community of Hills- 
boro and its environs as family physician, adviser, 
and friend. His unselfish devotion to duty is best 
attested to by the many friends who mourned his 
passing. 

Dr. Roberts found joy and relaxation in the 
circus, and he attended all those within driving 
distance of Hillsboro. This avocation served him 
well in 1953 when ill health forced him to retire 
temporarily from the arduous duties of general 
practice. During his convalescence he served as phy- 
sician with Ringling Brothers, Barnum and Bailey 
Circus for one year. Being restored to health and 
vigor, he returned to Hillsboro where he resumed 
practice and continued in it until his death. 

WHEREAS, Dr. Roberts was an active member of 
the Durham-Orange County Medical Society and 
regularly attended its meetings; and 

WHEREAS, his death removed one of the few re- 
maining general practitioners in this society which, 
at its inception, was composed almost entirely of 
men in general practice; be it 

Resolved that the Society express its grief at the 
loss of a loyal member and convey its sympathy to 
his wife and children in their loss of a devoted 
husband and father; be it further 

Resolved that these statements be spread upon 
the minutes of this Society and a copy be sent to 
the family. 

Durham-Orange County Medical Society 
Jack Hughes, M.D. 
Secretary-Treasurer 
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Major Ivey Fleming, M.D. 
(1880-1960) 


Dr. Major Ivey Fleming died after a brief ill- 
ness in Park View Hospital, Rocky Mount, North 
Carolina, on January 26, 1960, at the age of 79. 
His passing will be deeply felt by his patients, 
friends, and professional colleagues, all of whom 
benefited from his kindness, unfailing good humor, 
and professional accomplishments. 


Dr. Fleming was born on September 1, 1880, in 
Greenville. He spent his boyhood on his father’s 
farm. In 1898 he entered the University of North 
Carolina to begin his medical career. He com- 
pleted his training at the Jefferson Medical 
College in Philadelphia, receiving his M.D. degree 
in 1905, followed by a year’s internship. 


He was in general practice in Hamilton, North 
Carolina, for a number of years. While there he 
met his wife, the former Jerusha Lucille Sherrod. 

In 1918, he became one of the first staff mem- 
bers of the recently organized Park View Hos- 
pital. After a short time, his interest turned to 
the relatively new specialty of roentgenology; 
and he took postgraduate courses in Richmond, 
Philadelphia, and New York, in this subject. He 
then organized and headed the department of 
radiology at Park View Hospital, one of the first 
in eastern Carolina. 


Dr. Fleming also took an interest in his special- 
ty outside the local scene. He was one of the or- 
ganizers and charter members of the North Car- 
olina Radiological Society. He was president of 
this group for one year and secretary for 18 
years. 

On January 1, 1953, Dr. Fleming retired from 
active practice. He soon tired of inactivity, how- 
ever, and opened an office for general practice in 
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Battleboro. He remained active here until his last 
illness, serving an area which had been without 
a physician for several years. 


Beside the North Carolina Radiological Society, 
Dr. Fleming was an active member of the Edge- 
combe-Nash County Medical Society, North Car- 
olina State Medical Society, staff of Park View 
hospital, and he was roentgenologist for Memorial 
Hospital, Rocky Mount, North Carolina. In 1958 
he was honored by the presentation of a 50 year 
service pin by the North Carolina State Medical 
Society. 


He belonged to many non-professional organi- 
zations. Among those in which Dr. Fleming was 
most interested and which reflected his love of 
the outdoors might be mentioned the Roanoke 
and Tar River Gun Club and the Benvenue 
Country Club. He was an organizer and charter 
member of both. 


He is survived by his wife, Mrs. Jerusha Sher- 
rod Fleming, of Rocky Mount; and by two sisters, 
Mrs. Nana Brown of Statesville, and Mrs. Nannie 
White of Greenville. 


WHEREAS it has pleased Almighty God to take 
from our midst Major Ivey Fleming, 


Be it resolved, That we do mourn the loss of our 
fellow member of the Edgecombe-Nash County 
Medical Society; and 


That we extend our sympathy and understand 
to his widow, Jerusha Fleming; and 


That a copy of these resolutions be spread upon 
the minutes of this Society, and a copy be sent to 
Mrs. Fleming, and to the North Carolina State 
Medical Society. 

E. L. Seigman, M.D. 
J. R. Chambliss, M.D. 
L. S. Thorp, M.D. 
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NEW FROM 


INSTANT MIX METAMU 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 


just pour powder add cool water and it’s 


all the advantages of 
smoothage therapy in 
the relief and correction 
of constipation 


each packet is equivalent to stimulates normal peristalsis convenient, premeasured- 
one rounded teaspoonful of e dose packets 


Metamucil d induces natural elimination * 
delightful mild lemon flavor 


promotes regularity 
. INSTANT MIX METAMUCII 
keeps stools soft and 
easy to pass 16 Packets 
avoids harsh laxatives or 
purgatives 


D. SEARL  CGricago so, Ililinois 
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cated, to avoid the. restlessness which fre- 


occurs as pain lessens. 


In BUTAPAP, for the first time, 

ique combination of drugs in easy-to-take 
iquid form provides a preparation that is 


AND LITERATURE 
GLADLY SENT UPON REQUEST 


In BUTAPAP the potent analgesic effect 


of acetyl-p-aminophenol is potentiated by 


the inclusion of butabarbital sodium. The 


resultant effectiveness against pain and 


discomfort, and the unusual antipyretic . 
action of acetyl-p-aminophenol, are’ rein- | 


forced by the sedative action of the buta- 
_ barbital sodium, providing a preparation 


with: wide clinical usefulness. 


Each teaspoonful of tasty Butapap contains: 


Butabarbital Soduim (% ar) 15.0 mq 
Acety!-p aminopheno! (2 gr.) 120.0 
= 


CAUTION: 


PRODUCTS co., INC. 
PETERSBURG, VIRGINIA 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.” 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 

Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


/ DISEASE that is frequently 


Regional Enteritis ? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 
Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig 
of Treat. 6:1821 (Dec., 1955) 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. Ne. 2,864,745 


THE S.E. COMPANY 


BRISTOL, TENNESSEE 


KANSAS CITY ° SAN FRANCISCO 


NEW YORK 
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bring all of her concepts of cleansing 


Many women don’t know that a vinegar 
douche is as old-fashioned as the copper tub, 
a relic of an empiric age.’ Acids actually 
make mucus discharge more tenacious. On 
the other hand, soaps and harsh alkali are 
irritating. A detergent douche — TRICHO- 
TINE, the only major douche containing 
sodium lauryl sulfate — is the modern, more 


efficient yet gentler vaginal irrigant. 

The detergent action of TRICHOTINE as- 
sures greater penetration of viscid mucus, 
better dispersion of the healing medicaments 
on the mucosal surface, and more efficient 
removal of vaginal discharge. 

If there is any doubt in your mind, com- 
pare TRICHOTINE with vinegar or any other 


1. Goodman, L.S. and Gilman, A.: The Pharma- 
cologic Basis of Therapeutics, MacMillan, 1955. 
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...Up to date with 


solution in your office clean-up. You will 
see readily the advantages of TRICHOTINE. 
It will prove equally desirable for home 
douching. 

The pH changes produced by any low 
PH douche last only a few minutes? and are 
of questionable value in healing.* TricHo- 
TINE actually favors epithelial growth and 


2. Karnaky, K.J.: J.A.M.A. 157:1155, 1955 (August) 
3. Scheinberg et al: Surgery 24:972, 1948 (Dec.). 


TRICHOTINE 


healing,? assures maximum cleansing, 
soothes inflamed mucus membranes. 

TRICHOTINE is indicated in the manage- 
ment and treatment of cervicovaginitis and 
leukorrheas, alone or in conjunction with 
other antimicrobials. TRICHOTINE is ideal 
for routine feminine hygiene — safe, gentle 
and effective. 


The Fesler Company, Inc. 
375 Fairfield Avenue, Stamford, Corzecticut 
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Maximal Absorption 
Acid stable, highly soluble 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


DOSAGE: For moderately severe conditions, 125 to 250 
mg. three times daily. For more severe conditions, 500 
mg. as often as every four hours around the clock. 


NOTE: To date, MAXIPEN has not shown less allergic 
reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), botties of 
24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION; re- 
constituted each 5 cc. contains 125 mg. (200,000 units), 
in 60 cc. bottles. 


THE ORALLY MAXIMAL PENICILLIN 


COMPARATIVE ORAL SERUM LEVELS* 
Fasting and Non-Fasting States / 250 Mg. Dose 


AVERAGE SERUM LEVELS Mog./Mi. 


*Based on 3294 individual serum antibiotic deter- 
minations. Complete details available on request. 


MAXIPEN, the orally maximal penicillin, 
is a triumph of man over molecule; a 
product of Pfizer Research 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being 
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whenever digitalis 
is indicated 


in Digitalis Therapy: 


Lown, B.. and 
Boston, Little, 


‘LANOXIN’? TABLETS 
0.25 mg. seored ( white ) 
0.5 mg. scored (green) 
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if one igitalis agent were 
be recommended for us 
adaptability to the many and 
we believe Digoxu would be 
4 
the drug of choice. 
Brown & Company, 1954, p- 23. Pat 
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® Each Geroniazol TT tablet contains: 
Pentylenetetrazol ......300 mg. 
Nicotinic Acid .........150 mg. 


@ Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


© Supplied: Bottles of 42 Tablets (3 
weeks’ treatment) 


* TEMPOTROL (Time Controlled 
Therapy) 


: 
PHARMACAL COMPANY 
Columbus 16, Ohio 
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STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue ts left in the patient's 
cul-de-sac or in his lashes .... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.'’2 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL”. In 5cc. and 2.5¢¢ 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


Dp MERCK SHARP & DOHME Division of Merck & Co. Inc. Philadelphia 1, Pa 
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e increases bile 
DECHOTYL stimulates .. 
the flow of bile— 
a natural bowel 
regulator 


improves motility 
DECHOTYL gently stimulates 
intestinal peristalsis 


© softens feces 
DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DecHory1 facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient —naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 
Action usually is gradual, and some patients may need I or 2 TRABLETS 3 or 4 times daily. AM ES 


COMPANY, INC 
Elkhort « indiona 


Contraindications: Biliary tract obstruction; acute hepatitis. 


Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. e416 
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“HEAR” 
AT 


DICTATING 
‘TRANSCRIBING 
CLARITY 


offers true “professional” dictating 
transcribing sound and efficiency 


Doctor, Lawyer, Office Chief... here is the sound- 
est practice you can establish to end paper-work 
problems. LISTEN: StenOtape gives you the 
greatest clarity of sound in the dictating field 
today. This 6% lb. compact unit, with its ex- 
tremely sensitive microphone records every word 
perfectly within a 30 foot radius. You can actu- 
ally dictate comfortably from any point in the 
room. Seated and relaxed, you can tape inter- 
views with a patient or client; and because of 
StenOtape’s unique sound-fidelity, your secre- 


Check These Other Major StenOtape Features: 
@ Accurate word-counter @ Built-in Speaker. @ 4” 
high, weighs only 614 lbs. @ Travels in handsome 
attache case. @ Low-cost accessories available to 
cover every dictating -transcribing-recording situa- 
tion. @ Precision designed by Geloso, Europe's largest 
integrated electronics manufacturer of communica- 


tion equipment. @ Sales and Service Coast to Coast. 


FREE! 


OF MAGNETIC TAPE 
a MAIL THIS COUPON NOW! 


tary will hear and enjoy every word of your 
error-free dictation. Doctors and Dentists can 
play their post graduate educational tapes on 
StenOtape and enjoy superb playback quality. 
At the office, home or away, StenOtape records 
everything up to 2 hours on one tape... phone 
calls, conferences, dictation, even music! Hear 
the StenOtape difference 
now...it’s an exceptional a 
value! only 

Federal Tax Included 


FULL YEAR GUARANTEE 


AMERICAN GELOSO ELECTRONICS, INC. 
251 Park Ave. So., Dept. 83, New York 10, N. Y 


Gentlemen: Please rush, without obligation, illus- 
trated booklet “The Facts About Dictating 
Machines.” I understand that should I decide to 
purchase a StenOtape this coupon entitles me to 
a lifetime supply (6 rolls) of reusable Magnetic 
Tape worth $15.00.* *Offer expires July 31, 1960 


Address 


Zone___ State 
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Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dwal protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — in 
minutes — a decisive measure in conception control. 


In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


Gel 


with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


Supplied: Lanesta Exquiset® . . . 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc , Alliance, Ohio 


DOOM 


WOLOIVW 


On 


NOISMaSIO 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 


A product 
of Lanteen® 
research. 


Distributed by GEORGE A BRFON & CO, New York 18,N Y 


IN CONTRACEPTION | 
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WHY IS DIFFUSION IMPORTANT? 
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Today—as before- 


Only Kent offers this remarkable combination: 


FINEST NATURAL TOBACCOS 
FAMOUS MICRONITE FILTER 


Millions of smokers have changed to 
Kent because of this combination. They 
discovered that this combination was 
the reason why Kent satisfies your 
appetite for a real good 
smoke. 


First, finest natural 
tobaccos. Kent uses 
only the finest natural 
tobaccos—ripe, golden 
leaves—which, when 
shredded into tiny 
strands and carefully 
blended, produce a real 
tobacco taste. 


which contains a re- 
markable series of 


KENT 


CIGARETTES 


Second, Kent’s fa- wen 
mous Micronite filter 


KING SIZE: 


flavor channels. The rich taste of natu- 
ral tobaccos flows through with a free 
and easy draw. The Kent filter is not 
too long, not too short, not too tight— 
smokers get every deli- 
cate shading of flavor 
of Kent’s finest natural 


tobaccos. 


Others may imitate, 
but none can duplicate 
the quality of Kent. 


[ 
If you would like the | 
| booklet for your own use, | 
Story of Kent," | 
write to: 
P. Loriflard Company 
Research Department | 
200 East 42nd Street 
New York 17, N. Y. 


© 1960, P. Lorillard Co. 


Today —as before—for good smoking taste, it makes good sense to smoke 
Kent, because Kent satisfies your appetite for a real good smoke. 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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check 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: 4 uid. 


Sulfaguanidine ............. 2 Gm. 
EFFECTIVE ANTIDIARRHEAL 
Opium tincture FEN 0.08 cc. 


(equivalent to 2 cc. paregoric) 


‘ DOSAGE: Adults: Initially 1 or 2 tablespoons from ’ 
; four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 
Exempt Narcotic. Available on Prescription Only. 
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ANOTHER YEAR OF SYMPOSIA... 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 9th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 


of these Symposia with your wife, for whom a special program is planned. 


_ALL PHYSICIANS 
sLCOME 


ANCHORAGE, ALASKA 
Saturday, June 11, 1960 
The Westward Hotel 

WEST POINT, NEW YORK 
Thursday, Friday, Saturday, 
June 16, 17, and 18, 1960 
United States Thayer Hotel 
*MADISON, WISCONSIN 
Thursday, June 23, 1960 
The Holiday Inn 
*SPRINGFIELD, MISSOURI 
Sunday, June 26, 1960 

The Holiday Inn 
*ROANOKE, VIRGINIA 
Saturday, July 16, 1960 
The Hotel Roanoke 
“SANTA ROSA, CALIFORNIA 
Friday, September 16, 1960 
The Flamingo Hotel 
“KANSAS CITY, KANSAS 
Friday, September 23, 1960 
Battenfeld Memorial 

Auditorium 


ARE WE 


HOUSTON, TEXAS 
Saturday, September 24, 1960 
The Shamrock Hilton Hotel 


DEFIANCE, OHIO 
Wed., September 28, 1960 
Defiance College 


PHILADELPHIA, PENN. 
Sunday, October 16, 1960 
The Sheraton Hotel 


*HARTFORD, CONNECTICUT 
Thursday, October 20, 1960 
The Statler Hotel 


*GREAT FALLS, MONTANA 
Saturday, October 22, 1960 
The Rainbow Hotel 


ROCHESTER, NEW YORK 
Wednesday, October 26, 1960 
The Manger Hotel 


CHARLESTON, WEST VIRGINIA 
Sunday, October 30, 1960 
The Daniel Boone Hotel 


SIOUX FALLS, SOUTH DAKOTA 
Tuesday, November 1, 1960 
The Sheraton-Cataract Hotel 


*CHARLOTTE, N. CAROLINA 
Thursday, November 3, 1960 
The Hotel Charlotte 


*CLEVELAND, OHIO 
Wednesday, November 9, 1960 
Pick Carter Hotel 


*SOUTH BEND, INDIANA 
Friday, November 18, 1960 
The Pick-Oliver Hotel 


WESTCHESTER COUNTY, N. Y. 
Wednesday November 30, 1960 
Westchester Country Club 


ST. PETERSBURG, FLORIDA 


Saturday, December 3, 1960 
Tides Hotel and Bath Club 


*Acceptable for Category | Credit for members of American Academy of General Practice 


F Lederte ) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Yo 
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Sterazolidin 


brand of prednisone-phenylbutazone 


The combined action of 
phenylbutazone and pred- 
nisone in Sterazolidin results 
in striking therapeutic benefit 
with only moderate dosage 
of both active agents. 


In long-term therapy of the 
major forms of arthritis, 
control is generally main- 
tained indefinitely with stable 
uniform dosage safely below 
that likely to produce 
significant hypercortisonism. 


In short-term therapy of more § 


acute conditions Sterazolidin 
provides intensive anti- 
inflammatory action to assure 
early resolution and recovery. 


Sterazolidin®, brand of prednisone- 
phenylbutazone: Each capsule 
contains prednisone, 1.25 mg.; 
Butazolidin® (brand of phenylbuta- 
zone), 50 mg. ; dried aluminum 
hydroxide gel, 100 mg. ; magnesium 
trisilicate, 150 mg.; homatropine 
methylbromide, 1.25 mg. Bottles 
of 100 


Geigy, Ardsley, New York 


a well balanced herany 
in all forms 


for rapid, effective relief 


LII 
| 
+ 
: 
: = 
Z 
if 
4 
4 
f 
4 
> 
i ; 
4 j A 
g 
N 


A TRUE “TRANQUILAXANT” 


opa 


BRAND OF CHLORMEZANONE 


mart 
x 
7 


When enthusiastic gardening — or any 
of a host of other pleasant summer ac- 
tivities — brings on low back pain asso- 
ciated with skeletal muscle spasm, your 
patient need not be disabled or even un- 
comfortable for any length of time. The 
spasm can be relaxed with Trancopal, 
and relief of pain and disability follows 
promptly. The patient can usually con- 
tinue his normal activities while taking 
Trancopal. 


Lichtman'” used Trancopal to treat pa- 
tients with low back pain, stiff neck, 
bursitis, rheumatoid arthritis, osteo- 
arthritis, trauma and postoperative 
muscle spasm. He noted that Trancopal 
brought satisfactory relief to 817 of 879 
patients (excellent in 268, good in 448, 
fair in 101). ‘‘Chlormethazanone [Tran- 


copal] not only relieved painful muscle 
spasm, but allowed the patients to re- 
sume their normal activities with no in- 
terference in performance of either 
manual or intellectual tasks.” 


Gruenberg® also prescribed Trancopal 
for 70 patients with low back pain and 
observed that it brought marked im- 
provement to all of them. “In addition 
to relieving spasm and pain, with subse- 
quent improvement in movement and 
function, Trancopal reduced restless- 


ness and irritability in a number of pa- 
tients.”” In another series of 193 pa- 
tients Kearney‘ obtained relief with 
Trancopal in 181 patients suffering 
from low back pain and other forms of 
musculoskeletal spasm. 


k or ] to 
berg, “In addition to relieving muscle 
spasm in a variety of musculoskeletal 
and neurologic conditions, Trancopal 
also exerts a marked tranquilizing ac- 
tion in anxiety and tension states.” 
Lichtman' found that his patients in 
anxiety and tension states “... were in 
many instances able to continue their 
normal activities where previously they 
had been considerably restricted in their 
activities.’ .. Trancopal is the most 
effective oral skeletal muscle relaxant 
and mild tranquilizer currently avail- 
able.”’ (Kearney )* 


“Tran- 
copal is exceptionally safe for clinical 
se.’’* In the 70 patients with low back 
pain treated by Gruenberg,’ the only side 
effect noted was a mild nausea which oc- 
curred in 2 patients. In Lichtman’s 
group, “No patient discontinued chlor- 
methazanone [Trancopal] because of 
intolerance.”” 
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@ In musculoskeletal disorders, effective in 91 per cent of patients.° 
@® In anxiety and tension states, effective in 89 per cent of patients.° 


@ Low incidence of side effects (2.3 per cent of patients). 
Blood pressure, pulse rate, respiration and digestive processes 
are unaffected by therapeutic dosage. It does not affect the 
hematopoietic system or liver and kidney function. 


@ No gastric irritation. Can be taken before meals. 


@ Noclouding of consciousness, no euphoria or depression. 


Indications: 


Musculoskeleta! disorders Psychogenic disorders 
Low back pain (lumbago) Dysmenorrhea 

Neck pain (torticollis) Premenstrual tension 
Bursitis Anxiety and tension states 
Fibrositis Asthma 

Myositis Angina pectoris 

Ankle sprain, tennis elbow Alcoholism 


Osteoarthritis 

Rheumatoid arthritis 

Disc syndrome 
Postoperative muscle spasm 


How Supplied: Trancopal Caplets® 
ah 200 mg. (green colored, scored), bottles of 100. 


100 mg. (peach colored, scored), bottles of 100. 


Dosage: Adults, 200 or 100 mg. orally three or four 
times daily. Relief of symptoms occurs in from fifteen to 
thirty minutes and lasts from four to six hours. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 
4:28, Oct., 1958 » 2. Lichtman, A. L.: Scientific Exhibit, Internat. 


Coll. Surgeons, Jan. 4-7, 1959, Miami Beach, Fla. + 3. Gruenberg, F.: 
Current Therap. Res. 2:1, Jan., 1960 * 4. Kearney, R. D.: Current 
Therap. Res. 2:127, April, 1960 « 5. Collective Study, 


Department of Medical Research, Winthrop Laboratories. 


| withop LABORATORIES 


New York 18, N.Y. 


TRANCOPAL (BRAND OF CHLORMEZANONE) AND CAPLETS, TRADEMARKS REG S.PAT. OFF. PRINTED IN U.S.A 


PROFESS NAL MODELS USED FOR PHOTOGRAPHS COPYRIGHT, 1960, WINTHROP LABORATORIES 1474M 
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Squibb Announces 


Chemipen 


Squidd Aipha-Pher 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 


penicillin therapy 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. | 


With Chemipen it becomes possible as well as 
convenient for the physician to achieve and main- 
tain higher blood levels—with greater speed—than \y 
those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 


Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


= 


Equally nota- 


And the economy for your patients will be of 
particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 
Dosage: Doses of 125 mg. (200,000 u.) or 
250 mg. (400,000 u. ), t.i.d., depending on the 

=" severity of the infection. The usual precautions 

must be carefully observed with Chemipen, as with 
all penicillins. Detailed information is available on 
request from the Professional Service Department. 

Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 

250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 

Syrup "(cherry -mint flavored, nonalco- SQUIBB 

holic ), 125 mg. per 5 cc., 60 cc. bottles. 


“Knudsen, FE. T., and Rolinson, G. N.: 
Lancet 2:1105 (Dec.19) 1959. sevice 


Squibb Quality —the 
Priceless Ingredient 
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for dryness and itching, prickly heat and rash 
intertrigo, insect bites, other summer skin discomforts 


Sardo 


in the 
. 


1. Spoor, H. J.: 
N. Y. State 
J. Med., Oct. 
15, 1958 


SARDO acts promptly to help restore needed _ insect bites, skin dryness and itch of atopic der- 
natural oil and moisture’ to dry, itchy skin, by =atitis, eczematoid dermatitis, senile pruritus, 
helping to re-establish the normal lipid-aque- $04P dermatitis, etc.' 

ous balance. Thus SARDO eases irritation, patients appreciate pleasant, convenient, easy- 
soothes, softens, brings sustained comfort. to-use SARDO. Non-sensitizing. Most economical. 


USED IN THE BATH, SARDO releases millions Bottles of 4, 8 and 16 oz. 


of microfine water-dispersible globules* to pro- Write for Comples and literature... 

vide an emollient suspension which enhances 75 East 55th Street 

your other therapy ... in prickly heat, intertrigo, Sardeau, Inc. New York 22, New York 
© 1959 *Patent Pending, T. M. 
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How to be 


Carefree 
Without 


Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 


loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day 

sick leave...no Workmen’s 
Compensation... BUT he has a 
modern emergency INCOME PROTEC- 
TION PLAN with Mutual of Omaha. 


When he is totally disabled by accident or sickness covered by this plan, this plan 
will give him emergency income, free of Federal income tax, eliminating the night- 
mare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual of Oma- 
ha’s PROFESSIONAL MEN’S PLAN, especially designed to meet the needs of the 


profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION PLAN, get in 
touch now with the nearest General Agent, listed below. You'll get full details, with- 
out obligation. 


Largest Exclusive Health and Accident Company in the World. 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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for control of nasal allergies 
and seasonal hay fever 


BRAND OF TIMED DISINTEGRATING ANTIHISTAMINE-DECONGESTANT TABLETS 


Each tablet 6.0 mg. Chiorpheniramine Maleate 


37.5 mg. Pyrilamine Maleate 


15.0 mg. Phenylephrine 
Hydrochloride 


ONE TABLET 


swiftly drys up nasal secretions: 
yields maximum response 10 to 12 hours 


One third of the dosage disintegrates 
immediately to contro! irritating nasal 
secretions. The remaining dosage re- 
leases gradually to provide a therapeu- 
tic effect up to 10 to 12 hours. Only 
minimum side effects and low pressor. 


Two widely proven antihistamines. 
And, a potent decongestant. Now 
combined in Animine Timed Disinte- 
grating Tablets. 


Prescribe 
Anamine 


50 and 250 tabiets:; 
also pint liquid. 


PHARMACEUTICALS Greensboro, North Carolina 


he 
4 
. 
} 
‘ 
‘ 
; 
{ 
4 
Available in botties Fae 
3 
4 
ime. 


June, 1960 ADVERTISEMENTS 


WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 


flatulence, belching, 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, a PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.; Phenobarbital 
8.0 mg. Supplied in bottles of 100 tablets, 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS, INDIANA 
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For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’. .. 


Combines the anti- 
of hydrocortisone with j 
the comprehensive 

brand OINTMENT bactericidal action 

of the antibiotics. 


Each gram contains: Neomycin Sulfate ...... view 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone ...... 
Zine: ee 400 Units in a special petrolatum base. 


Provides comprehensive ® 
bactericidal action 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’™® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin ..........- 400 Units 
Neomycin Sulfate .........+.. er 5 mg. in a special petrolatum base. 


® Offers combined anti- 
biotic action for treating 
LYSP N conditions due to suscep- 
ter tible organisms amenable 
1, brand ANTIBIOTIC OINTMENT to local medication, 


val 


Each gram contains: 
‘Aerosporin’™® brand Zinc Bacitracin GOO Units 
Polymyxin B Sulfate ........... 10,000 Units ina special petrolatum base. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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anorectic-ataractic 


BAMADE 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets ! 
| 


FOR THERAPY 
OF OVERWEIGHT PATIENTS 


= d-amphetamine depresses appetite and | 
elevates mood 


=-meprobamate eases tensions of dieting 
(yet without overstimulation, insomnia or 
barbiturate hangover). 


Dosage: One tablet one-half to one hour before each meal. 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 


in its completeness 


Digitalis 
{ Davies, Rose) 
0.1 Gram 
1% 
CAUTION: Feders: 


Utd. 
Mass 


Each pill is 
equivalent to 


one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 
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ATED* 


Desiccate those unsightly, possibly 
dangerous skin growths with the 
ever-ready, quick and simple to 


use Hyfrecator. More than 


150,000 instruments in daily use. 


The Birtcher 
spot- 
quartz 


: ultraviolet lamp 


Essential to every practice... 
produces first degree erythema 
at contact in 6 seeonds, at one 
inch in 12 seconds. Minimum pig- 
mentation means consistency in 
subsequent treatments. Germici- 

dal emission of 2450 Angstrums. 

Also for diagnostic use with 

Woods Filter. 


Dermatology — Gynecology 
General Practice — Urology 
Proctology — E.E.N.T. 
Ophthalmology 


Ask For A Demonstration 


CAROLINA SURGICAL SUPPLY COMPANY 


“The House of Friendly and Dependable Service” 
706 Tucker St. Tel: TEmple 3-8631 Raleigh, North Carolina 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. GEORGE S. FULTZ 


Dr. WEIR M. TUCKER Dr. AMELIA G. Woop 
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g., Tablets 


combination 
for appetite 
Suppression 


Come to Mt. Pisgah and be tranquillized 
by nature. Rustic inn & cottages perched 
high on slope in National Forest near 
Asheville. Heavenly quiet. Cool. Over- 
looks glorious Great South View. Exhil- 


ith d-amphetamine sulfate 5 m 
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| d-amphetamine...suppresses 
arating air, superb food. Refuge and E 


restorative for tired doctors. May 1-Oct. 
31. 


appetite... elevates mood... 
reduces tension... without 


insomnia, overstimulation 
Write 


meprobamate 400 


or barbiturate hangover. 


‘ A 
+anorectic-ataractic 


PISGAH FOREST INN | ' Dosage:. One tablet one-half to one hour before each meal. | 
Candler, N. C. Rt. 1, Box 433 | Fey 
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HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 
7 Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, psy- 
chotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director J. William Giesen, M. D. 

James K. Morrow, M. D. Internist (Consultant) 
Clara K. Dickinson, M. D. Edward W. Gamble, III, M. D. 

Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph. D. Administrator 


Artie L. Sturgeon, Ph. D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 2072 McCreery St. 
David M. Wayne, M. D. Beckley, W. Va. 


W. E. Wilkinson, M. D. 
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Doctor 


MEDICAL-DENTAL CREDIT BUREAU 
514 Nissen Building 

P. O. Box 3136 

Winston-Salem, N. C. 

Phone PArk 4-8373 


MEDICAL-DENTAL CREDIT BUREAU 
715 Odd Fellows Building 

Raleigh, N. C. 

Phone TEmple 2-2066 


MEDICAL-DENTAL CREDIT BUREAU 
513 Security Bank Building 

High Point, N. C. 

Phone 3955 


MEDICAL-DENTAL CREDIT BUREAU 
A division of Carolina Business Services 
Room 10 Masonic Temple Building 

P. O. Box 924 

Wilmington, N. C. 

Phone ROger 3-5191 


| 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


the SYMBOL OF ASSURANCE OF ETHICAL 
public relations minded handling of your accounts 
receivable and collection problems. 


1S the EMBLEM of sound experience in SERVICE 
to the professional offices. 


complete PROFESSIONAL 


IS the MARK of o 


accounts receivable service. 


MEDICAL-DENTAL CREDIT BUREAU 
212 West Gaston Street 

Greensboro, N. C. 

Phone BRoadway 3-8255 
MEDICAL-DENTAL CREDIT BUREAU 
220 East 5th Street 

Lumberton, N. C. 

thone REd‘icld 9-3283 
MEDICAL-DENTAL CREDIT BUREAU, 
225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C. 

Phone FRanklin 7-1527 

THE MEDICAL-DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 

Phone ALpine 3-7378 


INC. 


PROFESSIONAL 
MANAGEMENT 


THE PHYSICIAN’S 
BUSINESS COUNCIL 


OFFICES 
ASHEVILLE, N. C. JACK C. PETTEE 
Doctors Bldg. Manager 


TEL: Alpine 3-1483 


SOUTHERN PINES, N. C. 


P.O. Box 818 
TEL: OXford 2-2101 


Manager 


Affiliated with Black & 


J. FORREST JOYNER, JR. 


Skaggs Associates, Inc. 


] 
A 
Ingical 


prescription for 
overweight patients 


anorectic-ataractic R 


DEX 


Mmeprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets 


meprobamate plus d-amphetamine... 
depresses appetite...elevates mood... 
eases tensions of dieting... without over- 
stimulation, insomnia or barbiturate 
hangover. 


Dosage: One tablet one-half to one hour before each meal. 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric_and_ Neurological illnesses, rest, convalescence, drug 
and alcohol habituation. we 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. RAY GRIFFIN, JR., M.D. MARK A. GRIFFIN, SR., M.D. 
Rosert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


BRAWNER’S SANITARIUM, INC. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric Association 
and the Joint Committee on Accreditation 


JAS. N. BRAWNER, JR., M.D. 
Medical Director 


Phone HEmlock 5-4486 
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Whenever 

the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, min 
and soluble proteins, 
extra-dietary vitamin By, 
protective quantities of 
‘>, potassium, in a palatable and 
»«, readily assimilated form. 


»Postoperatively 


. 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 


Posture isa pws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 

Sealy Posturepedic 

keeps the spine 

level. Healthfully 

comfortable, it per- 

mits proper relaxa- 

tion of musculatory 

system and limbs. 

Exclusive “‘live-ac- 

tion’”’ coils support 

curved, fleshy con- 

tours of the body, 

assuring relaxing 

rest that you know 

is basic to good : 
health... and good 
posture. Cause This! 


Better On A 
Posturepedic 


PROFESSIONAL So that you as a physician can 
DISCOUNT judge the distinctive features of the 
Sealy Posturepedic mattress for 
oF $3900 yourself before you recommend it 
to your patients, Sealy offers a spe- 
Limit of one full or 
two twin size sets 


cial Doctor's Discount on this mat- 
tress and foundation, when pur- 
Please check preference chased for your personal use, 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, Illinois 
RETAIL PROFESSIONAL 

Posturepedic Mattress each $79.50 add state} $60.00 
Posturepedic Foundation each $79.50 tax $60.00 

1 Full size ( ) 1 Twin size ( ) 2 Twin size ( ) 
Enclosed is my check and letterhead. 
Please send my Sealy Posturepedic Set(s) to: 


NAME 


ADDRESS 
“ITY ZONE STATE. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 
The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 


of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 


Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


LOGICAL ADJUNCT TO 
-WEIGHT-REDUCING REGIMEN 


i‘rutection Against Loss of Income meprobamate plus d-amphetamine... 


from Accident & Sickness as Well as reduces appetite...elevates mood...eases | 


liospital Expense Benefits for You and 
All Your Eligible Dependents _ tensions of dieting... without overstimula 


| tion, insomnia or barbiturate hangover. 


ALL PHYSICIANS Dosage: One tablet one-half to one hour before each meal. 


| 
DENTISTS anorectic-ataractic 


COME FROM 
PHYSICIANS CASUALTY & HEALTH BA A 
ASSOCIATIONS 


OMAHA 31, NEBRASKA meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets 


Since 1902 


landsome Professional Appointment Book sent to 
you FREE upon request. . 
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RIAL ANTIAMEBIG ACTIONS 


“THE FORTUNATE GOMBINATION OF HIGH ANTIAMEBIC 
AND ANTIBACTERIAL ACTIVITY AND LOW ORAL 
TOXICITY MAKES PAROMOMYGIN UNIQUE AMONG 
THE AVAILABLE DRUGS AND SUGGESTS THAT IT 


SHOULD BE A USEFUL THERAPEUTIC SUBSTANCE.” 
@ IN INFECTIOUS DIARRHEAS*® Because it is effective against gram-negative path. 


ogens, HUMATIN has proved especially valuable in infectious diarrheas, most of which are caused by 

bacilli of the gram-negative group. In 221 patients with severe diarrhea, 85 per cent obtained rapid 
remission of symptoms with HUMATIN, and stools cleared quickly of pathogens.” Results in Shigella 
and Salmonella enteritis,’ and in infantile diarrheas of mixed etiology’ have been uniformly good. 
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HUMATIN IS unusually eliective in Clearing a ases 
IN INTESTINAL AMEBIASIS lly effect learing all ph 
of intestinal amebiasis;° to date, more than 700 patients have been treated successfully with HUMATIN in 
all parts of the world. Since HUMATIN is not appreciably absorbed from the gastrointestinal tract it is 


not effective against extraintestinal forms of amebiasis. 
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ALSO VALUABLE IN THE PREOPERATIVE SUPPRESSION OF INTESTINAL 
FLORA,’ AND IN THE ADJUNCTIVE MANAGEMENT OF anne —— 
ADMINISTRATION AND DOSAGE sire 
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EFFECTS: 


PARKE. DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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To improve your patients’ mood and 
to help them stick to their diets: 


release capsule (No. 2) contains 
‘Dexedrine’ (brand of dextro ampheta- 


® Spansule® capsules Each '‘Dexamyl’ Spansule sustained 
DEXAMY 
mine sulfate), 15 mg., and amobarbital, 


brand of dextro amphetamine and amobarbital 


1% gr. Each 'Dexamyl’ Spansule capsule 
(No. 1) contains ‘Dexedrine’, 10 mg., and 
amobarbital, 1 gr. 


To curb appetite and to restore energy when your 
patient is listless and lethargic: 


DEXEDRINE® Spansule® capsules « Tablets « Elixir 


brand of dextro amphetamine 


Each ‘Dexedrine’ Spansule sustained 
release capsule contains dextro amphet- 
amine sulfate, 5 mg., 10 mg., or 15 mg. 
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